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ORIGINAL COMMUNICATIONS. 


Communications are received with the 
that they are contributed exclusively to Taz Larywcoscors. 


A CASE OF SUPPURATIVE LABYRINTHITIS: MENINGISMUS: 
IRRITATION OF GASSERIAN GANGLION. 


Dr. C. Epwarp Ive, Los Angeles, Cal. 


In 1910, Miss A. had trouble with her right ear and was sent to 
the Kaspar Cohn Hospital, but received no treatment other than 
aural douches. 

On September 9, 1913, she was referred to the writer. She was 
a seamstress, age 17. Discharge from the ear had been constant dur- 
ing the three years, but had ceased for the past few days. For four 
days she had had a “cold” with severe pain in the right ear, having 
been sleepless during that time because of the pain, which had ex- 
tended into the right temporal region and down into the throat. She 
said her head felt as though the brains would burst out ; much nausea, 
but no vomiting or vertigo as yet. She presented a condition of 
hebetude. Temperature 100°, pulse 84. 

Examination: There is a small amount of pus in the external 
auditory canal. The drum is absent. Abundant polypoid granula- 
tions springing from the promontory posteriorly. The Eustachian 
tube inflates readily. without rales. There is a chain of enlarged 
lymph glands anterior to the sterno-mastoid muscle. Fistula test 
pronounced. 

The next day the temperature was 99.4°, pulse 88. Patient re- 
ports having continuance of severe pain since yesterday. Much 
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sero-purulent discharge. Fistula test pronounced positive. Patient 
consented to operation. 

At the first visit, treatment consisted in careful removal of granu- 
lation tissue, in polypoid form. from the promontory, which re- 
vealed caries between the oval and round windows, and a fistula into 
the cochlea anteriorly. Phenol and alcokol were used and a peru- 
form gauze drain lightly applied, while operation was urged. 
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On the afternoon of this second day the complete mastoid opera- 
tion was performed. The case was one of labyrinthitis rather than 
mastoiditis, the reason for this being that the patient had practically 
no mastoid to be involved. The lateral sinus was found to be but 
one-quarter inch behind the posterior wall of the external and audi 
tory meatus. The mastoid antrum was above and inside the lateral 
sinus. There were absolutely no other cells, the mastoid being 
sclerosed, eburnated and ivory-like. There was caries ai the oval 
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window involving the facial canal. The operation entered the laby- 
rinth here curetting the carious bone away ; also the fistula anterior- 
ly at the cochlea. It was the cochlea and vestibule of the labyrinth 
which were involved rather than the semi-circular canals. There 
was no vertigo until after the operation. 

The suppuration must have involved the bone above the labyrinth 
for the Gasserian ganglion was certainly badly irritated during the 
course of the case. 


DAY OF MONTH 
OAY OF DISEASE 


TEMPERATURE 
é 
& 


IRATION 


Panse flaps were used, the external wound being closed with the 
metal sutures of Michel. Three of the latter were removed on the 


fifth day. Healing of the external wound was prompt and unevent- 
ful. 

September 10, the night of the operation, vomiting: (twice) and 
restlessness. September 11, vomiting (three times), restless and 
pain in the ear. September 12, vomiting (five times) and pain. 
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September 14, pain and restlessness. September 15, pain alone. 
September 16, was characterized by vomiting (once) and pain. 
September 17, pain and restlessness. September 18, pain. Septem- 
ber 19-20, pain and restlessness. Pain in the ear on September 21-22. 
There was pain in the back of the head on September 20, 22 and 24. 
The first dressing was done on September 12, the third day rather 
than later, because of the pain of which she complained. The patient 


[oar] 


was reported as comfortable on September 15, 19, 20 and 21, most 
of the day, pain on these days being short-lived. 

The symptoms presented by this case during these days caused 
some anxiety, yet the temperature curve was so favorable no fur- 
ther measures were resorted to. However, we stood ready at any 
hour to go further with operative procedure on the labyrinth,—for 
instance, the typical Neumann operation. Brain abscess was care- 
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fully considered and its symptoms sought. A von Pirquet test was 
made with negative result. 

{n the meantime, while the external wound healed rapidly, there 
was a discharge of green, foul pus from the labyrinth. It was not 
possible to pack the cavity, except very lightly. However, in due 
time the cavity healed smoothly, with a small raised area at the site 
of the curettement at the oval window, but with entire loss of hear- 
ing on account of the destructive suppuration which had gone on in 
the labyrinth. 

Pain at the supra-orbital, infra-orbital and mental regions forced 
one to the conclusion that the inflammatory process had extended 
through the petrous bone to the Gasserian ganglion. Two oral sur- 
geons pronounced the teeth normal. The maxillary sinus was punc- 
tured and washed with negative result. It transilluminated nor- 
mally. 

The character of the pain complained of, radiating to the back of 
the head caused apprehension regarding the onset of meningitis. 
There was no definite meningitis, surely, but the case did present the 
condition denominated by Jackson as meningismus, which means 
threatened meningitis. I believe that here is a case which, if the 
conditions had extended a little farther, would have developed into a 
diffuse meningitis, with exitus lethalis. \We stood ready at any hour 
to do a more extensive operation on the labyrinth or enter the skull 
in search of a brain abscess, but the character of the temperature 
curve gave justification for delay. 

In the course of the case the temperature varied between 101.6‘ 
(pulse 120), previous to the operation, and 97.6° (pulse 70). For 
the first eight days it reached about 100° each afternoon. For the 
next three days it rose to about 99°, and gradually approached nor- 
mal during the next ten days. The patient left the hospital on the 
fourteenth day. 

It required some after-treatment at the office to secure complete 
healing, but this was finally uneventful, except for somé complaint of 
pain in the trifacial nerve. Encroachment of the disease upon the 
facial canal resulted in a facial palsy which has been treated with 
faradism, high frequency current and massage. Dr. Soiland found 
no reaction of degeneration. There had been slight difficulty in the 
use of the lips before the operation. There was no twitching of the 
face during the operation. 


Five months after the operation this patient developed a frontal 
sinusitis which was cured by partial middle turbinectomy and wash- 
ing of the sinus. 
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In this case I saw pus coming from the labyrinth during the 
course of some days. Perhaps if the operative procedures adopted 
for relief of the labyrinthine suppuration had been less conservative 
a meningitis might have lighted up. As it was, careful watching t> 
keep on the side of safety led to a good result as far as the preserva- 
tion of life and health were concerned. It was not pussible to adopt 
procedures for preservation of the hearing. There were no symp- 
toms of systemic infection. 

There was some response to the revolving test on September 28, 
eighteen days after the operations, a slight, tardy reaction on Octo- 
ber 9, a month after the operation. Later no response. 

On September 28, nineteen days after the operation, the Weber 
test was positive to the left only, no bone conduction to the involved 
ear. 

The right fundus oculi remained normal at all times. There were 
brief attacks of nausea and vertigo as late as October 9, a month after 
the operation. The involvement of the semi-circular canals, evi- 
denced by vertigo, was secondary. 

The temperature finally remained at normal after October 31, on 
which date the labyrinth was entirely healed, smears from the cav- 
ity showing no pathogenic bacteria and the cavity being perfectly 
dry. 

It is now seventeen months since the operation and there has been 
no disturbance in this ear whatever. The curetted areas were slight- 
ly raised during the process of healing, but the raised areas are hard 
to the probe, reproduction of bone having taken place. 

1120 Brockman Bldg. 


Progress of Education of the Deaf and Dumb and Some of the 
Difficulties of Aural Instruction. N.P.\Van Baccen, Jed. 
Rec., May 23, 1914, p. 921. 

In 1777, Hienicke founded the German or oral system on a solid 
basis. The oral system is steadily gaining ground and enables the 
deaf to hold intercourse with anyone. The oral system attempts, 
also, to restore to the deaf, normal speech. All remnants of hear- 
ing are utilized, exercised and improved. Ep. 


IMPROVED GLATZEL MIRROR.*+ 
Dr. Gernarp Hutcuison Cocks, New York City. 


Glatzel first described his metallic mirror in an article published 
in 1904, in Volume 38 of the Monatschrift fiir Ohrenheilkunde. 
The original Glatzel plate is marked with four lines. 

The improved pattern is best understood by referring to Figure 1, 
which shows the writer’s modification. The curved lines, as well as 
the straight lines which cross them, are one centimeter distant from 
one another. 

Figure 2 shows a mimeograph copy of the plate, upon which per- 
manent records are kept. 

The method of procedure is as follows: The subject is instructed 
to keep his mouth tightly closed and to breathe quietly through the 
nose. The plate is taken from the water-bath, dried with a towel, and 
held below the nose just above the muco-cutaneous border of the 
upper lip (see Figure 3). After thirty seconds (timed by the watch), 
the examiner traces the outlines of the moisture deposit on the metal 
plate, using a pencil made of tailor’s beeswax. It is important that 
the tracing be made exactly at the end of inspiration, and after a 
fixed time,—for example, twenty or thirty seconds. “If the moisture 
deposit is measured immediately, its outlines are too large and rather 
indistinct. A little practice soon enables the examiner to obtain fair- 
ly accurate results. 

When the plate is held under the patient’s nose, the moisture de- 
posit gives a picture of the cross-section of the nostrils through which 
the air is expired. The primary factors affecting this deposit are: 
the temperature and humidity of the expired air; changes in the air 
passages ; the temperature of the room in which the record is taken ; 
the exact time in the respiratory cycle at which the drawing is made ; 
the position in which the plate is held; and, lastly, variability in the 
temperature of the plate. The air capacity of the lungs also influ- 
ences the amount of expired air ; consequently the moisture deposit 
is smaller with children than with adults. Glatzel states that the sex 
of the patient must be taken into consideration, males having larger 
chests than females. 

Uniformity is aimed at by having the subject hold the plate in a 
horizontal position, and by having the plate itself—when not in use, 
—kept at a constant temperature. This is accomplished by placing 
the plate in a bath of weak lysol solution, maintained at 68° F. 


*Presented before the Section on Laryngology and Rhinology of the New 
York Academy of Medicine, January 27, 1915. : 
+Made by Aug. E. Fraass Co., of New York City. 
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Records have been taken at various temperatures and humidities, 
from 45° F., 50 per cent relative humidity, up to 86° F., 50 per cent 
relative humidity. Within these limits, the temperature of the air 
does not materially affect the accuracy of the results. The plate 


Figure 1. Author's modification of Glatzel mirror. 


Figure 4. Photograph of a normal butterfly-shaped moisture deposit. 


cannot be employed in very hot, moist conditions (86° F., 80 per 
cent relative humidity) owing to the precipitation of the moisture in 
the air upon the cold plate. 3 
The writer presents this mirror as a rough graphic instrument for 
estimating expiratory nasal stenosis. It should prove particularly 
useful for making records of cases of septal deflection before and 
; after submucous operations. 
137 East Fifty-fourth Street. 
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Figure 3. Method of holding plate. 


3f 
/ 
Fig. 


Figure 5. Mcisture deposit from a normal nose. 
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Figure 6. Almost complete Stenosis of right nostril caused by a badly 
deflected septum. 
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Figure 7. Change in location and size of the moisture deposit of the 
left side caused by a low deflection of the septum. 
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Figure 8. A. Hot room. The moisture deposits are small on account of 


swelling of inferior turbinates. 
in size of the moisture deposit 
binates induced by the cold air. 


EB. Cold room. Same subject. The increase 
is due to contraction of the inferior tur- 
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LIPOMA OF THE MAXILLARY ANTRUM. 
Dr. Max A. GoLpstEINn, Saint Louis. 


Organized lipoma of the antrum as an independent neoplasm, ir- 
respective of its etiology, is of very rare occurrence and I have been 
unable to find any reference in literature to a case analogous to the 
one herewith reported : 

E. D., a husky young farmer, aged 42, was referred to me by Dr. 
W. H. Mercer, of Raymond, IIl., for the care of an active, suppurat- 
ing, foul-smelling, necrotic lesion involving the left maxillary antrum, 
the entire left nasal fossa, the floor of the nose and hard palate of the 
left side. 

Previous history :—Patient had various of the exanthemata during 
childhood ; two attacks of gonorrhea. Thirteen years ago a hard 
chancre developed. Following this there was a protracted sore throat 
and surface-ulceration of the hard palate over the site now occupied 
by the perforation. There were recurrences of faucial and palatal 
ulceration at irregular intervals until September, 1908. At that time 
necrosis of the floor of the nose had developed to such an extent that 
a perforation of the hard palate ensued and a small sequestrum of 
bone was discharged into the mouth, together with much viscid, foul- 
smelling pus. 

Pain in the nasal and frontal area of the left side and over the 
left side of the face became constantly more aggravated and sensitive 
on slightest pressure over the left orbit, nose and antrum. 

The luetic constitutional treatment of the patient was not under- 
taken until this active reaction developed and until the pathological 
changes and processes had become a well-developed entity. When I 
first saw the case in March, 1909, I found a fistulous tract in the hard 
palate through which a heavy probe could easily be passed into a 
similar necrotic fistula extending well into the left maxillary antrum. 
The septum was markedly deflected to the right side, the nose was 
bathed in profuse, thick greenish pus. This pus, centrifugalized, on 
several occasions showed quite a quantity of bone-particle; the 
probe, passed into the antrum through the fistulous opening in the 
hard palate, encountered a large tumor mass, soft and yielding to 
the touch. Syringing of the antrum, after the nose had been thor- 
oughly cleaned, did not yield much pus, nor was this procedure ac- 
companied by much bleeding. 
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The radiogram taken at this time presents a very interesting pic- 
ture as it shows the probe in position in the left antrum passed 
through the several fistulous tracts and indicates this antrum as 
completely filled up by a tumor mass. Transillumination substan- 
tiated the findings in the radiogram by a luminosity of the left antrum 
as compared to the right, even though the transillumination lamp 
held in the mouth had the additional possibility of light transmitted 
through the palatal and antral fistulae. 

During the second week of March, 1909, I operated on this case 
at the Baptist Sanatorium. A radical operation for the maxillary 
antrum was performed under local anesthesia, (cocaine and Schleich 
infiltration). The operation consisted of a modified Caldwell-Luc 
technic but rather more extensive in character. After dissecting up 
the soft tissues through a long incision of the gingival mucosa, the 
entire external wall of the maxillary antrum was removed and a 
moderately large-sized antral cavity exposed. This was found filled 
with a fatty tumor-mass, pinkish-white in color, soft to the touch, 
containing very little vascularity, and the fatty tissue firmly retained 
in a well-organized mesh-work of thin fiber and an enveloping cap- 
sule. This capsule on closer inspection proved to be the lining mem- 
brane of the antrum and by careful dissection the entire tumor mass 
was stripped out of the antrum, together with the capsule. The only 
ostium of the antrum into the nose which had already been enlarged 
by a necrotic fistula, was thoroughly curetted and all rough and 
jagged bone edges removed. The sequestrum of necrotic bone 
(cuboid in shape) was also removed from the opening in the hard 
palate, the sequestrum measuring about 34-inch in length and 
3-inch in its largest diameter. 

The original packing with glycerinized iodoform gauze in strips 
was made through the external opening, leaving sufficient room to 
pass the gauze strip into the antrum and stitching the rest of the 
gingival dressing in position. 

At the end of the first week the dressing was continued through 
the nasal opening of the antrum. The wound healed nicely ; there 
was no further suppuration and the patient made an uneventful 
recovery. 


Anti-luetic treatment was systematically given by Dr. W. H. 
Mercer. 


Dr. Walter Bartlett fitted a special plate to cover the permanent 


opening in the hard palate and the patient has worn this without 
discomfort ever since. 
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The following report on the specimen submitted to Dr. R. L. 
Thompson, Professor of Pathology of St. Louis University, is here 
presented : 

“Specimen from antrum shows microscopically a uniform tumor- 
mass enclosed in a fibrous capsule made up entirely of fat cells. 
These cells are held in a connective tissue-stroma of varying density. 
In places this stroma is quite thick and is invaded by lymphoid and 
plasma cells. In one place there is a considerable islet of lymphoid 
cells (the area is about the size of a submiliary tubercle). Small 
blood vessels, particularly capillaries, are found. The cells of the 
growth are typical fat cells of the adult type, although some are 
larger than usually found in normal fat tissue. Diagnosis: Lipoma.” 

I had an opportunity of presenting this patient and the end-results 
in this case at a meeting of the Section on Laryngology and Otology 
of the St. Louis Medical Society last month (March, 1915). The 
obturator plate covering the large opening in the palate is still worn 
with comfort by the patient; the opening into the anterior nasal 
fossa is roomy and perfectly free of all pathological secretions ; the | 
vocal resonance in speech is normal. 

There has been no recurrence of even the slightest irritation or 
discharge from the affected maxillary antrum and it is surprising to 
note the restoration of nearly normal conditions that the entire an- 
terior nasal fossa has assumed, considering the extensive necrosis 
of bone and sloughing of soft parts that took place during the active 
luetic condition of the nose, antrum and palate. 

Whether lues was the exciting cause of this local pathology of the 
antrum and affected the fatty degeneration of the lining mucosa, or 
whether the lipomatous neoplasm of the antrum was simply coinci- 
dent with lues is still an undetermined question. The pathological 
report clearly indicates that the contents of the antrum was not a 
lipomatous degeneration of the mucous membrane, but an organized 
lipoma. 


3858 Westminster Place. 


Modern System of Inhalation Therapy. C. CaLpera, Bol/. delle 
Mal. dell’ Orecchio, June, 1914, p. 121. 
Caldera reviews the literature on the various methods of dry in- 
halation during the last few years. Ep. 


3 
e 
| 
1 


— 


Prolapse of Ventricle of Larynx in Case 2. 
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PROLAPSE OF THE VENTRICLE OF THE LARYNX. 


Dr. Gorpvon B. New, Rochester, Minn. 


Two cases of prolapse of the ventricle of the larynx have recently 
been examined at the Mayo Clinic. This unusual condition was 
first noted post-mortem in 1868 by Moxon’ in a case of carcinoma 
of the stomach in which there had been during life no symptoms 
referable to the larynx. In 1876 Lefferts? recognized the condition, 
performing a thyrotomy for the removal of a tumor which was 
found to be a prolapse of the ventricle. The following is a report 
of our two cases: 

Case r (111259): R. J. W., a salesman aged 71 years, came to 
the clinic July 23, 1914. His trouble began five years before with a 
cough which persisted for three years, when a gradual onset of 
hoarseness was noticed. Three years ago he consulted a laryngolo- 
gist “who clipped a small growth from the soft palate.” The cough 
cleared up, but the hoarseness persisted and became much worse 
the last six months. He was unable to talk above a whisper, his 
nutrition was fair, his weight, 131 pounds, without loss. He had 
no pain nor dyspnea. 

- Examination: Systolic blood pressure 105, diastolic 65, There 
was moderate chronic bronchitis without sputum. The roentgeno- 
gram showed considerable bronchial thickening. \Wassermann nega- 
tive, examination of the nose and throat negative except for the 
laryngeal findings. A smooth, globular tumor with a broad base 
was seen emerging from under the anterior two-thirds of the right 
false cord and hanging into the glottis. There was no paralysis of 
the vocal cords, but the tumor prevented their approximation. The 
larynx was otherwise quite normal.- The tumor was easily indented 
with a probe and could be readily tucked back into the ventricle. A 
diagnosis of prolapse of the ventricle was made. The patient was 
unwilling to be operated on and returned home. 

Case 2 (123481): J. B. M., a man of 59, came to the clinic Jan- 
uary 27,1915. He had noticed hoarseness following a cold but this 
had previously subsided. For the past six months, however, he had 
had hoarseness and coughing. The last few days the hoarseness had 
become worse, he was unable to speak above a whisper and was 
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troubled with shortness of breath. He had no pain, his weight was 
145 pounds, without loss. 

Examination: There was nothing of note in the general examina- 
tion except a chronic myocarditis. Systolic blood pressure 126, 
distolic 80. Wassermann negative. Nose and throat examination 
negative except for the laryngeal findings. A smooth, grayish-pink, 
round tumor was seen emerging from the anterior half of the right 
false cord lying on the true cord and hanging into the glottis. The 
tumor could be readily replaced into the ventricle with a probe. The 
patient’s voice then became clear, but if he coughed the tumor again 
came down between the cords and his voice was quite hoarse. A 
diagnosis of prolapse of the ventricle was made. 

Operation: ‘The tumor, held by Briinings’ forceps and a wire 
snare slipped over it, was removed close to its base and the patient's 
voice was immediately restored to normal. The pathologic examina- 
tion of the tissue removed showed normal mucous membrane of the 
larynx with slight chronic inflammation. 

Prolapse of the ventricle of the larynx is generally believed to be 
an eversion of the mucous membrane of the ventricle due to a 
chronic inflammation and hypertrophy of the deeper layers. A his- 
tory of much coughing is usually elicited. The condition is most 
frequently seen in the tuberculous or syphilitic individual ; however, 
neither tuberculosis nor syphilis was found in our two cases. 
Koschier* says these tumors are not an eversion of the mucous mem- 
brane but are solid or cystic tumors due. to edema, chronic inflamma- 
tion, or retention cysts, the formation of which is favored by the 
large number of mucous glands in the region of the ventrical. He 
reports two type of tumors found in his cases; one, a solid tumor 
consisting mostly of connective tissue, a few mucous glands showing 
signs of chronic inflammation and covered by squamous or cylin- 
drical epithelium; the other type, a thin-walled cyst with many 
mucous glands and covered by squamous epithelium. 

These tumors are usually found in the anterior third of the larynx, 
but frequently may extend the whole length of the ventricle. The 
prolapse may be bilateral, as in the cases reported by Koschier,* 
Chappell* and others. The condition has been noted by Kyle® in 
young children in whom it may give rise to a marked dyspnea. 
Harris* reports a unilateral prolapse in a young man probably due 
to an acute inflammatory edema from shouting at a ball game. 

Differential diagnosis must be made from a fibroid or a gumma 
which usually will not be difficult after one has seen a case of pro- 

lapse of the ventricle. 
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Treatment: These tumors may be tucked back into the ventricle 
and solutions such as silver used in order possibly to create sufficient 
inflammation or scar tissue to keep the tumor back in place. This 
treatment is.not satisfactory. Complete removal of the tumor is 
the only satisfactory method of dealing with the condition. 
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Tonsillar Infection: A Preliminary Report Concerning the Pas- 
sage of Anthrax Bacilli Through the Tonsillar Tissues as 
Determined by Experimental Research. Grorce B. Woop, 
Am. Jour. of Med. Sci., March, 1914, page 380. 

The hog is the only available animal which has a tonsillar struc- 
ture sufficiently large and easy of approach for study. Unfortunate- 
ly the hog is peculiarly resistant to the invasion of micro-organisms. 
Wood refers to work done by Ravenel and himself on tubercular 
infection through the tonsils. He then narrates a number of ex- 
periments performed with anthrax on hogs. He summarizes his 
conclusions as follows: 1. The tonsils in the hog ure more readily 
infected by the anthrax bacillus than any other portion of the buc- 
cal or pharyngeal mucosa. 2. Anthrax bacillus penetrates through 
the cryptal and not the surface epithelium. 3. Anthrax bacillus 
probably always gains access to the parenchyma of the tonsil by 
passing through the living, unaltered, cryptal epithelium, and hav- 
ing gained access through the superficial layers of this epithelium 
it tends to multiply in the deeper layers and then pass into the in- 
ter-follicular tissue. 4. Anthrax bacillus penetrating through the 
living normal epithelium causes a devitalization of the tissues which 
paves the way for a secondary infection from the staphylococci or 
other pathogenic micro-organisms. 5. The rapidity of the invasion 
is influenced by both the virulence of the organism used and by the 
susceptibility of the individual animal. PACKARD. 


THE ISOLATION AND CULTIVATION OF THE TUBERCLE 
BACILLUS FROM THE DISCHARGING EAR IM CASES 
OF CHRONIC PURULENT OTITIS MEDIA. 
(PRELIMINARY REPORT.)* 


Dr. G. H. Cocks ANp Dr. J. G. Dwyer, New York City. 


Before the discovery of the tubercle bacillus by Koch, in 1882, the 
occurrence of tuberculosis of the temporal bone was described by 
several otologists, notably Wilde’ (1853), Schwartze? (1878), Zufal, 
and others. According to Milligan,® Esche was the first to demon- 
strate the presence of the tubercle bacilli in the aural discharge. 

It is hardly necessary to state that a diagnosis of tuberculosis of 
the middle ear based solely upon clinical signs and symptoms, how- 
ever typical they may be, is necessarily a tentative one. Some au- 
thorities go so far as to assert that the presence of tubercle bacilli in 
the aural discharge is not in itself proof that the otitis is tuberculous 
in nature. It is claimed, and this cannot be denied, that tubercle 
bacilli may be forced through the Eustachian tube into the middle 
ear during an attack of coughing or sneezing. While this mode of 
entry may occasionally occur, it is surely rare. So far as we know, 
with the exception of Cases 5 and 7, none of our ear cases had pul- 
monary tuberculosis. In Case 5, the rapid improvement brought 
about by the tuberculin injections tends to confirm the tuberculous 
nature of the aural lesion. Case 7 presented a typical clinical picture 
of aural tuberculosis. 

In our report, the diagnosis of aural tuberculosis is based upon the 
assumption that the presence of tubercle bacilli in the aural discharge. 
in cases of otitis and mastoiditis, is sufficient evidence of the specific 
nature of the lesion. 

Several methods have been employed in the past to diagnosticate 
aural tuberculosis. In the presence: of chronic otitis in children 
under two years of age, the von Pirquet reaction, if positive, is 
highly suggestive of tuberculosis of the ear, especially if no other 
active tuberculous lesion can be found. Subcutaneous injections of 
tuberculin are also a valuable diagnostic aid. By this latter method, 
something may be learned by observing the effect of the injection 
upon the local lesion in the ear. Brieger* directed attention to the 
dangers connected with the use of tuberculin, viz., the induction of 


*Read before the Section on Otology of the New York Academy of Medi- 
cine, January, 1915. 
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facial paralysis and labyrinthine involvement. It seems more prob- 
able to us, however, that the onset of these unfavorable symptoms 
is simply hastened by tuberculin instead of being directly caused by 
its administration. In an exhaustive monograph, Brieger states that 
the cytologic examination of the pus from the discharging ear, as 
well as the study of the proteolytic action of the pus, offer no re- 
liable means of differentiating tuberculous from pyogenic suppura- 
tions. This observation was made by one of us (Dwyer) independ- 
ently last year. 

The microscopic examination of pieces of tissue excised from the 
peri-otitic lymph glands, if proved tuberculous, has been regarded as 
strong presumptive evidence of the tuberculous nature of the sup- 
purating ear. 

The surest and quickest method of distinguishing tuberculosis of 
the ear, up to the present time, has been to examine microscopically 
pieces of tissue or granulations excised from the tympanic cavity. 
It is obvious, however, that this procedure is not possible or advisable 
in a large proportion of the cases. In our series, we have confined 
the investigation to the examination of the pus coming from the 
tympanum or mastoid wound. 

Animal experimentation has always been subject to difficulties and 
delays. In the first place, the inoculated guinea pig often died from 
secondary pyogenic infection; in the second place, one could never 
be sure that the guinea pig was free from tuberculosis before inocuia- 
tion. Frequently the pig died from other causes, such as coccygiosis. 
After the use of antiformin came into vogue, secondary infection of 
the animal was eliminated, because antiformin destroys all the com- 
mon pyogenic organisms except the acid-fast group. At best, inocu- 
lation experiments require from four to eight weeks, during which 
valuable time is lost in the treatment of the patient, who frequently 
escapes from observation, especially if he happens to be an ambu- 
latory case. 

Last year, Dr. W. H. Haskin® and one of us (Dwyer) investigated 
the bacteriology of chronic purulent otitis media. The aural dis- 
charge was examined in all chronic purulent cases in which tubercu- 
losis was suspected from the clinical signs or history. By the 
method pursued, the tubercle bacillus was demonstrated morpho- 
logically in six cases of otitis media and in one case of suppuration 
of the maxillary antrum. Reference is made in this report to some 
of these cases. 

The method used by us was a modification of the antiformin meth- 
od of examination of sputum, the modification being necessary on 
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account of the difference in character of the aural discharge and 
sputum. The method was as follows: 

The discharge was obtained in as large a bulk as possible in a 
small gauntity of normal salt solution, the latter being used in an 
amount just sufficient to wash out the pus. The water used in mak-_ 
ing up the salt solution was freshly distilled each day in order to 
be sure that none of the acid-fast organisms present in tap water 
or in old distilled water could vitiate our results. This discharge 
was then treated with an equal amount of 15 per cent antiformin, 
and the whole was allowed to stand for a varying period, depending 
upon the consistency of the mixture, etc. It was then centrifugal- 
ized, and the precipitate was washed in order to remove the excess 
of alkali. Smears were then made from the precipitate and stained 
by the Ziehl-Neelson and Pappenheimer method. In this way we 
were able to demonstrate the organism with reasonable certainty. 
By this method, no matter how much care is exercised, there is always 
an element of uncertainty in morphological diagnosis alone, as 
in many of the old chronic suppurating ears the acid-fast epithelioid 
flakes are apt to be mistaken for tubercle bacilli. These flakes are 
present in a large proportion of chronic cases. 

In the series reported below, an effort was made to isolate the 
organisms from the discharge and cultivate them directly upon spe- 
cial media, so that there could be no question as to the diagnosis. 
Thus, animal inoculation was eliminated and much time was saved. 
This was made possible by the use of Petroff’s media, a full account 
of which appears in the Journal of Experimental Medicine, January, 
1915. During the summer of 1914, Petroff, working in the bacterio- 
logical laboratory of the College of Physicians and Surgeons, Colum- 
bia University, devised a specific medium, which we have used suc- 
cessfully for cultivating the tubercle bacillus. Thus far, we have 
tried this method on the discharge from thirty chronic suppurating 
ears, and have isolated tubercle bacilli in three cases. The three 
positive cases were found in making the routine examinations of 
children who presented themselves at the Manhattan Eye, Ear, and 
Throat Hospital, suffering from chronic purulent otitis media. 

The method we employ is somewhat different from Petroff’s. 
It is really a combination of Petroff’s method of isolating from 
sputum and his method for feces. This modification was rendered 
necessary by the iarge number of spore-forming organisms often 
present in chronic otitis. Our technic is as follows: 

After obtaining the aural discharge in wide-mouth bottles, it was 
immediately saturated with sodium chlorid and allowed to stand 
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for from half an hour to an hour. At the end of this time, the bac- 
teria are found floating on the surface. This floating film is then 
collected with a deflagration spoon in a wide-mouth bottle, and an 
equal volume of normal sodium hydroxid added. The mixture is 
shaken well, and left for digestion in the incubator at 37° C., for 
one to two hours, or longer, care being taken to shake it every half 
hour. The mixture is then neutralized to sterile litmus paper with 
normal hydrochloric acid, and the sediment is inoculated into several 
test tubes. Growth usually occurs in from fifteen to thirty days. 

At first no effort was made to differentiate the human and bovine 
types, but this is being done with the present specimens, A brief 
synopsis of the histories follows: 


Case 1. Samuel S., 14 years old. This patient was first seen on 
the operating table at the Manhattan Hospital. He was sent in for 
an adenoid and tonsil operation. On examination under ether, a 
small teratoma of the naso-pharynx was found. His tonsils were 
small and buried. They were removed, and the teratoma was ex- 
cised. At this time we were examining alli children with chronic 
purulent otitis, for tubercle. Finding that this boy had chronic dis- 
charging ears, a culture was taken. The patient is undeveloped for 
his years, but otherwise healthy in appearance. He is a mouth- 
breather, due to a right-sided septal deflection. A few small cervical 
glands are felt on both sides of the neck, in the posterior group. 
There is no peri-otitic glandular enlargement. His chest is pigeon- 
shaped. Examination of the lungs is negative. A radiograph of the 
chest fails to show signs of tuberculosis. There is moderate purulent 
discharge from both ears. The left ear has a large, non-marginal 
perforation. In the right ear, there is a small central perforation. 
There is nothing suggestive of tuberculosis in either tympanic pic- 
ture. Pus was washed from the ears into a single flask, and tubercle 
bacilli cultivated. Under cleansing treatment and instillations of 
alcohol, the discharge ceased in the right ear. The left side is still 
suppurating, though less profusely. 


Case 2. Frank R., 3 years old, a patient of Dr. Fowler’s, in Dr. 
Phillips’ clinic. An accurate history was not obtained from the 
mother, who was unable to speak English. The child has suffered 
from a bilateral purulent discharge for two years or more. He has 
never had any of the ordinary infectious diseases of childhood. 
Examination :—Pus in both canals. Left drum: oval perforation in 
front of malleus handle. Right drum: small round central perfora- 
tion. No pero-otitic or cervical glands. He had adenoids and hyper- 
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trophied tonsils. Tubercle bacilli cultivated from washings from 
ears. 

Case 3. Italian child, 4 years old, from Dr. Phillips’ clinic. Two 
years ago the child had measles, chicken-pox, and pneumonia. For 
nine months he has had a purulent discharge from the right ear. 
On examination, the external auditory canal was found to be filled 
with a large polyp. Tubercle bacilli were cultivated by Petroff’s 
method. 

The following cases were examined by Dr. Dwyer by the anti- 
formin method. The precipitate from the washings was stained for 
tubercle. 

Case 4. Dr. Hubby’s patient, in Dr. Phillips’ clinic. Child, 1 year 
old. No family history of tuberculosis. This apparently healthy 
child had an attack of acute otitis. One week later, Dr. Hubby ex- 
amined the patient and found mastoiditis and facial paralysis. 
Operation revealed a broken-down mastoid, full of pus. Following 
the operation, the wound showed absolutely no attempt at repair, 
although the child looked healthy. Pus from the mastoid wound 
during a post-operative dressing revealed tubercle bacilli. About 
one month later, the child ceased coming to the clinic, and is said to 
have died from meningitis, presumably tuberculous. 

Case 5. Dr. H. Beattie Brown’s patient. A young woman, 20 
years of age, suffering from pulmonary tuberculosis, was sent to the 
Manhattan Hospital for extreme swelling and edema over the mas- 
toid. The cervical glands on the same side of the neck were markedly 
enlarged. Investigation showed furunculosis of the external au- 
ditory canal. After three injections with a staphylococcus vaccine, 
the furuncular obstruction disappeared, and it was possible to 
' obtain pus from the suppurating middle ear. Smears showed tu- 
bercle bacilli. One month’s treatment with tuberculin produced a 
cessation of the aural discharge and complete disappearance of the 
glandular enlargement. 

Case 6. Patient of Dr. W. L. Culbert. Mary M., 7 months old. 
Family history, negative. Both parents and three other children are 
living and well. Five weeks before coming to the clinic, the child 
had a purulent discharge from the right ear. Three weeks later, 
facial paralysis developed. The child had three operations : the first, 
a simple mastoid operation, in March, 1914; the second, for suppura- 
tion of the parotid gland; and the third, for removal of enlarged 
cervical glands. The mastoid wound healed very sluggishly. Pus 
taken at the time the wound was dressed revealed tubercle bacilli. 
Dr. Culbert has given the patient tuberculin injections. At the pres- 


2). 
4 


COCKS : TUBERCLE BACILLUS IN EAR IN OTITIS MEDIA. 153 


ent time, the child is in fine physical condition. The ear, however, 
still has a slight discharge, and there is a small retro-auricular fistula 
which is almost dry. 

Case 7. Dr. Haskin’s case. J. R., colored man, 29 years old. 
Chronic purulent otitis media. Typical tuberculosis of the ear. 
Small particles of bone could be picked away. Antiformin method 
and stained smears showed tubercle bacilli. This patient had tuber- 
culosis of the lungs and was referred to the Otisville Sanitarium. 

Case 8. Dr. Haskin’s case. McG., age 32 years. Onset of sup- 
purative otitis media, without pain. Rapid destruction of drum. 
Patient’s physical appearance was excellent. He gave a history of 
having had rectal fistulae. 

Case 9. Dr. Dwyer’s case of a baby, 18 months old, whom he 
operated upon for a subperiosteal abscess. There was a sequestrum 
involving the entire mastoid process. Smears from the pus showed 
tubercle bacilli. In this case, there was a positive von Pirquet reac- 
tion. Death ensued from tubercular meningitis. 

Case 10. .Tuberculosis of the maxillary antrum, with tubercle 
bacilli in the washings from the antral cavity. 

This case was presented before the Section on Laryngology by 
one of us (Cocks) last spring. The patient is a man, 34 years of 
age, who had an arrested pulmonary tubercular lesion. By perforat- 
ing the antrum through the inferior meatus of the nose, large tena- 
cious clumps of muco-pus of a peculiar orange color were obtained 
in the washings. Large number of tubercle bacilli were found in 
the precipitate. - 

In this preliminary report we have not attempted to decide whether 
the aural tuberculosis is primary or secondary to tuberculosis of 
other organs. 

We wish to express our thanks to those gentlemen who have 
kindly permitted us to include their cases in this report. We are 
particularly indebted to Dr. Wendel C. Phillips, who has placed at 
our disposal! all the children in his clinic suffering from chronic 
purulent otitis. We also desire to express our thanks to Mr. 
Schacter of the College of Physicians and Surgeons for isolating th¢ 
organisms in several of the cases. 
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THE ROENTGENOGRAPHIC DIAGNOSIS IN OTOSCLEROSIS. 
PRELIMINARY REPORT.* 
Dr. JosepH C. Beck, Chicago. 


The pathological changes in otosclerosis, which consist in the pri- 
mary softening or spongification of the bony capsule of the laby- 
rinth, especially in the vicinity of the foot-plate of the stapes and 
larger coils of the cochlea, are further characterized by the lesser 
amount of the inorganic salts of Itme. These lime salts are supposed 
to be absorbed by the great activity of the osteoclasts. Since the cal- 
cium is the radio-obstructive substance in the photographic impres- 
sions on the sensitized plate and in consequence of its disappearance 
in otosclerosis, I thought that that change ought to be demonstrable 
by the roentgenogram. 

I therefore subjected a number (twenty-seven cases) of patients, 
in whom the clinical diagnoses of otosclerosis was made, to the 
roentgenographic method of diagnosis by having both temporal bone 
regions photographed. Stereo-radiograms were taken in each case 
making four plates necessary in each instance. I further had a 
number of cases roentgenographed as controls, in whom the diagno- 
sis of otitis media catarrhalis chronica or adhesiva was made. Clear 
cases of neuritis of the eighth nerve or other form of labyrinthitis 
(non-suppurativa) were also included. Then we had a number of 
chronic suppurative otitis media cases with and without labyrinth 
involvement roentgenographed. Finally we had the normal ears 
roentgenographed. 

These cases for comparative study were selected with regard to 
similarity in age, sex, and degree of deafness, taking always a nor- 
mal, an otosclerotic, an otitis media catarrhalis chronica, an otitis 
media suppurativa chronica, and as many cases as possible of neu- 
ritis of the eighth nerve or non-suppurative labyrinthitis. 

While I wish I were in a position to state definitely at this time 
that I can diagnose otosclerosis by the aid of the roentgenograph, | 
can say this: that there is no question that in marked progressive 
cases the dark areas (in a negative) in the region of the promontory 
of the cochlea, especially in the upper and posterior region are mark- 
edly enlarged, which indicates a deficiency in lime salts. In normal 
individuals, in very young children we frequently see a similar con- 
dition, but there is a more general deficiency throughout all the bones 
of the body. 


*Read at the meeting of the American Academy of Ophthalmology and 
Oto-Laryngology, Cincinnati, Ohio, March 1-2, 1915. 
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Again in the suppurative form of middle-ear disease, especially 
when the labyrinth is involved, we frequently find areas of rarefac- 
tion or absence of bone, but these areas are usually surrounded by 
sclerozed dense bone. In one case of very active luetic labyrinthitis 
we found quite a large area of rarefaction and that corresponds to 
the pathology of acute syphilitic osteoporosis. In none of the chron- 
ic otitis media catarrhalis cases did we find these rarefying areas 
mentioned above. There is always to be noted one dark-round or 
oval area which is the internal auditory meatus, but by the aid of 
the stereo-roentgenogram one can readily show that the rarefaction 
about the promontory of the cochlea is much nearer the surface 
than the internal auditory meatus. 

Three years ago at the Southern Section of this association in 
New Orleans, I presented a contribution to the subject of “Etiology 
and treatment of otosclerosis,” basing my opinion on the known 
pathology. I believe that the disease is similar in nature to the os- 
teo-malacia of other bones of the body and that it is due to a 
disturbarice of internal secretion, especially of the adrenals and 
pituitary, it being a deficiency or hypo-action. In view of that as- 
sumption I experimented with the administration, then, of adrenalin 
solution by the hypodermic method. My results were then published 
in the Annals of Otology, March, 1912. Since that time I have 
continued to treat this condition by adrenalin as well as pituitrin 
and believe that these remedies have a specific action in prevent- 
ing the extension of this oto-sclerotic process. I believe they do 
this by bringing about a normal physiological action similar to the 
thyroid extract in hypo-thyroidism. By the aid of these roentgeno- 
grams we have the first record of the condition and we are then in 
a position to control our cases and the treatment by subsequent pic- 
tures. 

{ wish further to place on record our investigation of the ques- 
tion of association of otosclerosis and osteo-malacia and other al- 
lied pathological diseases by taking roentgenograms of the rest of 
the bones of the body and finding other positive evidences of cal- 
cium deficiency, especially in the larger bones. Chemical blood 
analysis as to calcium salt content should also be made. 

In conclusion I wish to state that this is a preliminary report, 
that I promise to make a much more extensive study of this sub- 
ject and report my results whether positive or negative. I make 
this report now in the hope that other men will take up this work 
of assisting in the management of a condition which is very dif- 
ficult for the otologist to treat. 

2551 North Clark Street. 
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ANGIO-NEUROTIC EDEMA OF THE ESOPHAGUS. 
A CLINICAL HISTORY.* 


Dr. H. ArrowsMiTH, Brooklyn, N. Y. 


Mrs. L., aged 50 years, was referred to me for esophagoscopic 
examination on April 18, 1911, by her attending physicians, 
Drs. F. C. Paffard and L. Grant Baldwin. The immediately 
antecedent history was that during several previous weeks she 
had suffered from progressively increasing dysphagia and ody- 
nophagia until the ingestion of even liquid food was attended by 
extreme difficulty and distress. 

As will later be shown, I at this time most inexcusably neg- 
lected any effort to elicit a detailed account of her illnesses prior 
to that under immediate consideration. 

On introducing the esophagoscope, I found a mass just below 

the cricoid cartilage, occupying two-thirds of the lumen of the 
esophagus, with its attachment on the left side. Allowing for 
the distension by the tube, this tumor must have practically oc- 
cluded the esophagus when it was not mechanically stretched. 
_ The swelling was shown to both my colleagues and we agreed 
that we had to do with a luetic or neoplastic lesion. A Wassermann 
test negatived the first possibility : examinations of the blood and 
urine were also unilluminating. 

Inspection a week later showed no appreciable change and a 
diagnosis of probable malignancy was made. 

As corroboration of this diagnosis was naturally desired by 
the patient and her family, I suggested an examination by Dr. 
Jackson, who on May 12, 1911, under general anesthesia, found 
by esophago-gastroscopy no apparent lesion and informed me that 
he thought the patient was probably the subject of spasmodic 
stricture of the esophagus. A few days later she was seen by 
Dr. H. S. Plummer, of Rochester, Minn., who having made no 
endoscopic investigation, suggested the diagnosis of (possible) 
cardio-spasm. 

I was unable to reconcile the conclusions of either of my dis- 
tinguished colleagues with the very concrete appearance of the 


*Read before the joint meeting of the Eastern and Southern Sections of 
the American Laryngological, Rhinological and Otological Society, Brook- 
lyn, January 9, 19165. 
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tumor which Drs. Baldwin and Paffard, as well as I, had plainly 
seen through the esophagoscope. 

By the courtesy of these gentlemen I have obtained the pre- 
vious and subsequent history of the patient, by means of which I 
was enabled to make a diagnosis, after Dr. Jackson and Dr. 
Plummer had seen her. 

In 1907 she had an appendicectomy for symptoms (and find- 
ings) of acute inflammation. From then on she had many at- 
tacks, during which the following sequence obtained, with very 
little variation: Commencing with frequent and painful micturi- 
tion and extreme vesical tenesmus, there would be a marked ir- 
ritation of the urethra and meatus, with a simulation of urethral 
caruncle; always followed by pronounced indications of gastro- 
intestinal disturbance and pyloric spasm. 

During the winter of 1910, while at St. Augustine, Florida, she 
had an edema of the larynx and was for forty-eight hours in a 
condition when the necessity for tracheotomy seemed at anv 
time most imminent. Two months later she had a__ similar, 
though milder seizure. From this time on, she had recurrences 
of the vesical and gastro-intestinal symptoms and began to com- 
plain of periods of dysphagia and odynophagia, which in each 
succeeding attack. were more severe and protracted. At such 
times she would sit up in bed and involuntarily clutch her neck 
which was tender and seemed to her swollen. 

Under these conditions, relief was obtained only by large 
doses of morphin and atropin. ‘These seizures increased in fre- 
quency, severity and duration to a degree when the swallowing 
even of liquids was very difficult, and she became markedly 
emaciated and weak. 

After her return from Pittsburgh and Rochester she seemed 
greatly exhausted, was at times delirious and _ reacted very 
slowly. She was, however, able to swallow without difficulty 
except for occasional temporary slight discomfort. Late in 1911, 
her masseuse spoke of feeling curious “lumps” in her skin, sev- 
eral times within a period of three weeks. 

In the spring of 1912, she had a generalized pruritis, with no 
objective signs beyond very slight erythema on the arms and 
legs. Later, in the summer of 1912, the abdominal symptoms 
became very distressing but were eventually relieved after a 
prolonged course of calcium lactate. 


During the spring of 1913, she was again under the observa- 
tion of Dr. Baldwin, for frequent and painful micturition with 
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vesical “burning” and tenesmus. There was some edema about 
the uretha and meatus, but no particular reason for these phe- 
nomena could be discovered. (No cystoscopy was made.) 

A radiograph taken at this time showed adhesions about the 
hepatic flexure of the colon, slight angulation and colonic stasis. 

In July, 1913, she sustained a fracture of the fibula. In Sep- 
tember, all the urethral, vesical and abdominal symptoms re- 
curred, with pronounced dysphagia lasting more than a month. 
During this time, large cutaneous wheals appeared on the neck, 
lasting more than two weeks. 

Cutaneous manifestations (no two alike) have been: The 
curious “lumps” noted by the masseuse, “the slight erythema,” 
and the distinct wheals, seen by Dr. Paffard: The mucous 
membrane upsets have been almost innumerable. 

No identifiable exciting cause for any of the attacks could be 
determined; the predisposition may be in the abdominal adhe- 
sions described. Nothing has been neglected in dietary, hy- 
giene, or general management. Frequent examinations of the 
urine have revealed nothing and repeated investigations of blood 
pressure never showed it above 140. 

This history seems to point unerringly to the fact that what 
I observed through the esophagoscope, was, beyond question, a 
localized angio-neurotic edema, which assumption is fortified 
by the fact that on Tuesday, January 5, I passed the esophago- 
scope, in the presence of Dr. Paffard, through a perfectly un- 
obstructed canal, and with relatively very little discomfort to 
the patient. 

Without going into any general consideration of this most in- 
teresting subject, I want to refer to the paper of Dr. T. H. Hal- 
sted, “A case of probable persistent angio-neurotic edema of the 
larynx and soft palate,” (Tur LAryNcoscopr, November, 1908), 
as illustrating the possible chronicity of a process, which, in the 
ordinary “hives” we have been wont to regard as most ephem- 
eral. 


170 Clinton Street. 
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REPORT OF A CASE OF HYPOPHYSEAL GROWTH OPER- 
ATED THROUGH THE NOSE AND SPHENOID.* 


Dr. Orto J. Ste1n, Chicago. 


In presenting the report of this case I will dwell in the discussion 
principally upon the operative phase because it was for this alone 
that I am personally responsible. The history with the symptoms and 
diagnosis were thoroughly studied by several physicians, but in par- 
ticular great credit is due Dr. George Suker, who made the first cur- 
rect diagnosis, and an abstract of his findings I will present to you 
now: 

Female, aged 35 years, married, menstruation began at 13 years 
and ceased at 23 years of age. First trouble noticed about three 
years ago with reduced vision in the left eye, paid no attention to 
it, and it became markedly aggravated about one year ago. Physical 
examination showed digestive system negative, pelvic organs nega- 
tive other than the absence of menstruation, urine negative, Wasser- 
mann negative, muscular and nervous system showed no focal symp- 
toms of paralysis or paresis of any kind, reflexes reduced, no Rhom- 
herg, pupils moderately dilated and react to both light and accom- 
modation, consensual Werneicke pupil reaction present, extra-ocular 
muscles not involved. Right eye showed choked disc of three to four 
mm., balance of retina but a trifle edematous, macular area congested, 
the veins very full and arteries narrow; no hemorrhages, nor col- 
loidal areas, no marked evidences of secondary optic atrophy, though 
neuritic phase is visible in disc secondary to the choked disc. Vision 
equals 20/20 with about one diopter of hypermetropia. Left eye disc 
is pale and flat, vessels about normal in caliber, disc outline not over- 
ly distinct owing to the neuritis and choked disc which must have 
been present at one time judging from the condition of the right 
eye, balance of retina not implicated, the nerve head atrophic, vision 
reduced to light perception, and that limited. Chief complaint was 
from violent bi-temporal headaches and dizziness. Interesting fea- 
tures were choked disc in one eye following a previous choked disc 
and neuritis in the other, bi-temporal hemianopsia, almost ammuro- 
sis in one eye with 20/20 vision and a temporal hemianopsia in the 
other before operation. Had two small visual areas in temporal 
blind half of field near vertical line, one above and the other below 
the blind spot. 


*Read at the Joint Session of the Middle and Western Sections of the 
American Laryngological, Rhinological and Otological Society, Cincinnati. 
Ghio, March 1-2, 1915. 
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The patient was presented to me through the courtesy of Dr. 
George Suker, for operation at the Post-Graduate Hospital, January 
2, 1915. She presented the appearance of being a very large woman 
(weight, 230 pounds), but she was not the acromegalia type, her 
weight being proportionately distributed, and besides she had always 
heen of very heavy build. The obesity was of the infantile type 
seen in hypopituitarism. Her age was 35 years, married, with no 
children. Menstruation absent last 12 years. Sexually impotent. 

Owing to the great degree of blindness her gait was somewhat 
uncertain, but there was no evidence of staggering or paralysis of 
any of her muscles. Her patella reflex was considerably reduced : 
no Rhomberg ; cutaneous sensation and reflexes normal ; no sphincter 
involvements ; no spontaneous nystagmus ; mentality good ; no gastro- 
intestinal ‘disturbance ; no polyuria. Her chief complaint was severe 
headaches ; attacks of vertigo, four or five a day ; and loss of vision. 

The condition of the eyes was as just reported by the finding of 
Dr. Suker. The x-ray pictures, shown herewith, present conspicuous 
evidence of sella involvement. 

Before deciding upon the method of operation to be employed a 
thorough physical examination of the patient was made. I then pro- 
posed performing the operation through the nose and sphenoid cav- 
ity, employing for the purpose local and scopolamin and morphin 
anesthesia. A full luncheon was allowed at 11 o’clock. Two hours 
later a hypodermic of 1-150 gr. scopolamin and 1-6 grain morphin 
was given and repeated in one hour. At this time 1 cc. of pituitrin 
was injected. About one-half hour was then consumed in applying 
to the nasal septum and the right middle turbinate flake cocain on 
a cotton applicator dipped in adrenalin solution. As perfect aseptic 
precautions were maintained throughout as possible. The septum 
was fairly straight and a rapid submucous operation after the meth- 
od usually performed by the rhinologist was negotiated. After 
reaching the rostrum, attention was diverted to the removal of the 
right middle turbinate body en mass, which was easily and rapidly 
executed by means of a curved \-shaped chisel and a pair of scis- 
sors. No -bleeding of any consequence was encountered and the 
local anesthesia was complete, but the patient was awake and cc- 
casionally- conversed. 

Although the patient's nostrils were not large the removal of 
the one turbinate and only that portion of the septum that lay in 
direct line to the rostrum was found amply sufficient as a route to 
operate through. 

By means of Killian’s extra-long bi-valve nasal speculum the 
muco-perichondri-periosteum flaps were held thoroughly apart te 
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allow of painstaking elevation of the thin periosteum covering the 
rostrum and outer wall of the sphenoid. This is probably the most 
difficult part of the operation because of the care and patience neces- 
sary for its accomplishment without a tear. When sufficiently sep- 
arated the membranes were easily retracted with an extra-long and 
wide retractor and by using either a sharp spoon or the sphenoid 
punch forceps introduced in the ostei, the outer wall of the sphenoid 
was rapidly bitten out and its septum was then broken down and 
removed by aid of chisel and forceps. On entering the sphenoid 
cavity a slight amount of bloody serous fluid was encountered, It 
was apparent to the touch of the probe that at places the floor of 
the sella was defective, as a soft mass was occasionally felt. Touch- 
ing the dura caused the patient great pain, and in an effort to orient 
myself, as well as to mop the field for inspection, and while using 
the chisel and hook in the removal of the sella floor, I resorted to 
the use of a cotton-wrapped probe. While doing this, shortly be- 
fore finishing completely the decompression, the probe entered the 
brain on the left side, immediately causing a collapse of the patient 
with every evidence of hemorrhage into the brain even to uncon- 
sciousness, paralysis, retarded breathing, slow pulse, buccal relaxa- 
tion, dilated pupils, etc. 

The operation was hastily completed; an iodoform gauze strip 
was placed between the septum membranes to the sphenoid and the 
nostrils lightly filled with cotton covered with gutta percha tissue. 
The patient was still unconscious when removed to her room but 
shortly afterward recovered and was in a good mental state and 
with only slight involvement of the right side and this disappeared 
within a few days, only a numbness in the lower right leg remained 
for 10 days. There was no disturbance of speech, no pain and no 
vertigo. Appetite in a few days was normal. The gauze drain was 
removed in thirty-six hours and the two flaps held in coaptation 
twenty-four hours by light pressure of rolled gutta percha tissue. 
The ice cap and hexamethylenamin were used for several days as 
precautionary measures, but no temperature nor pain manifested 
itself. 

The patient was discharged from the hospital after seven days 
showing already considerable improvement in her vision; no more 
headache. On inspection of her nose it is difficult to see that it was 
ever operated upon. She has no ill-effects whatsoever from the 
operation and all of the complaining symptoms have either greatly 
improved or disappeared entirely. She has again taken up her 
household work, she reads and sews, even threads the needle. The 
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attacks of vertigo that she was having four and five times a day have 
not returred since the operation. 

It is now two months since the operation. Her present eye 
findings are as follows: “The fields taken February 18, show a 
marked increase in size over the ones taken a week prior to this. 
The right field does not lack much in being almost a normal field. 
Vision 20/20. The disc is not nearly as swollen as before ; one can 
see details of nerve head and retina with a plano. However, a plus 
2 does make the disc much more distinct while it blurs the edge. 
Therefore the disc is still choked about 1 mm. or less. The temporal 
side is plainer than nasal side which later shows some evidences of 
atrophy due to the secondary neuritis and grafted on top of the 
choked disc. The disc in the left eye is not nearly as pale as before, 
in fact has a distinct rosy hue which does not disappear altogether 
after a prolonged ophthalmoscopic examination showing that the 
capillary supply is more active and intense. The field of vision has 
a slight tendency to cross the perpendicular and encroach upon the 
temporal area. Can count fingers in nasal field at about 8 feet. Be- 
fore operation slight perception only. The retina is as before.” 

This is the second case in the living upon which I have operated 
in this manner and from this experience added to a great number 
of sections and operations made upon the cadaver I am of the opin- 
ion, as our knowledge of the subject stands to-day, that the rhinol- 
ogist has in the submucous septum operation the route par excellence 
for reaching the. sella turcica. In my work on the cadaver head I 
encountered a few deflections from systematically constructed 
sphenoid bones which if operated for hypophyseal relief might offer 
a varying degree of embarrassment. 

The accompanying sketches will give an idea as to what may be 
encountered in the sphenoid region, but nevertheless at the present 
time the trans-sphenoidal route with approach through the nose by 
the usual submucous septum resection presents the easiest, safest 
and most satisfactory method of operating in a selected variety of 
diseases of the hypophysis. This method is the outcome of an evo- 
lution in operating by this approach that began with temporary re- 
section of the outer nose either by turning it to one side (Schloffer) 
or upward (Ollier, Eiselberg, Proust) and following with a thor 
ough excision of everything within the nasal cavities, namely, thie 
turbinates, ethmoid cells, nasal septum in toto, even the maxillary 
nasal processes and nasal antra walls. It was soon secn that mos! 
of this cleaning out process was unnecessary and besides left dis 
agreeable after-effects. In place of removing from within the nasal 
cavities the different structures they were fractured and then forced 
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aside by variously patterned divulsing instruments. Instead of com- 
mencing the attack on the septum as the rhinologist usually does, 
when operating by the submucous method, that is within the nose, 
some surgeons make their first incision at the base of the nose, 
either through the skin of the upper lip (Kanavel) or through the 
mucous membrane underneath the upper lip, at the labio-gingival 
margin, (Cushing). The present simplified method of operating by 
employing the customary submucous septum technic as used in cor- 
recting deviated septi, carrying the dissection back to the sphenoid” 
rostrum, and confining the entire operation between the two muco- 
periosteal flaps, with the exception of the removal of a middle tur- 
binate in very narrow nostrils, was first reported by Oscar Hirsch. 
Several slight modifications of this method have been offered by 
different authors, but nothing of material advantage has been added 
to Hirsch’s method, and even some disadvantages are presented 
by these diversions (Citelli’s and West’s unilateral muco-perios- 
teal excision.) “Safety first” is as good a slogan to apply when 
operating in this region as when used in any other way. Cushing 
most aptly states the case when he said, in the discussion of Prof. 
' Kuttner’s paper on “Brain tumors,” “the mere feat of removing 
a tumor is not the only thing to be borne in mind, for this is a sorry 
accomplishment if the patient is left blind, palsied, aphasic, epileptic 
or continues to be intellectually or physically crippled in any way.” 

This method of approach into the sphenoid cavities has several 
advantages over the other methods. 1. The anesthesia is local and 
therefore of obvious advantage. 2. It is the least destructive and 
sacrificing to tissues. 3%. It is the most aseptic, thus lessening the 
danger of meningitis. 4. It presents a complete aseptic closure of 
the wound ; thus minimizing the dangers of after-infection. 5. There 
is no danger whatsoever to the nose and the patient does not sub- 
sequently complain of dry throat, disagreeable nasal scabs, scars, 
bleeding, pain, headache, anosmia, cough, objectionable odor, etc. 
No special instruments are absolutely necessary in the performance 
of this operation. In the first case operated by me I employed 
only one special instrument and that was a mushroom-head sphenoid 
punch-forcep of unusually small size and strength and with auto- 
matic discharge. I have added to the ordinary submucous set of 
instruments, in addition to the Killian extra-long bivalve speculum, 
an extra-long and wide hand retractor that will pull aside one en- 
tire flap from the anterior incision to the face of the sphenoid. 
Ordinary long-handled mastoid chisels of proper cutting edge as 
well as the ordinary mastoid sharp spoons with long handles, sup- 
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plemented by the aid of a small strong hook on a long handle for 
the removal of the floor of the sella, are about all that are required 
in the instrument line. I employ the ordinary head-mirror with 
reflected light for illumination. 

Some difficulties may be encountered in a small percentage of 
cases. But these difficulties are not necessarily the result of the 
method of operation employed, and may be present in cases operated 
on by any other trans-sphenoidal route. It is essential that the 
operator be endowed with a well-developed sense of orientation, be- 
cause upon the exactly correct line of approach and final attack 
will depend the success or defeat of the operative outcome. 

The first caution to observe is the maintenance of an unbroken 
muco-periosteal flap in order to thoroughly protect your retreat, 
thereby avoiding after-infection. Elevating the periosteum from 
the face of the sphenoid, this being done at right angles to your 
line of approach through the septum flap, requires considerable 
patience and care. Once accomplished the anterior wall of the 
sphenoid cavities can be broken down with either a sphenoid punch 
forceps, or what I consider an admirable method, graded sizes of 
mastoid spoons introduced in the ostei, which is rapidly employed. 
The septum of the sphenoid may if necessary be removed by any 
extra-long, strong intra-nasal bone forceps of proper size. In some 
cases the tumor may be encountered immediately on entering the 
sphenoid as the tegmen of the sinus may have been absorbed or 
erroded, permitting the tumor to descend into the bone cavity. If 
not, a long narrow-handled chisel with narrow cutting edge, straight 
or slightly curved, may chip away lightly and cautiously the teg- 
men and further progress may be made more rapidly by the use of 
the sphenoid punch or the strong hook. If the punch is used the 
small, smooth, mushroom-head pushes against the reflected layer 
of the dura lying beneath the hypophysis and does no damage to 
the gland or its tumor. 

With a careful study of the x-ray picture the changes in the con- 
tour of the stella turcica, the size, shape and wall thickness are 
firmly fixed in the operator’s mind and he must steer directly for 
the floor ofthe sella, and take the precaution not to direct his chisel 
at first too high or too low, for in the former case he enters the an- 
terior fossa or may injure the chiasm, and in the latter he enters 
the middle fossa or thick bone of the sphenoid. At the same time 
removal of bone to the side must be limited on account of the pres- 
ence of the cavernous sinus and carotid artery and the optic nerve. 

7? East Washington Street. 
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A BRIEF CONSIDERATION OF SOME FACTORS CONCERNED 
IN CASES OF ATYPICAL SINUS THROMBOSIS. 
PRELIMINARY REPORT.* 


Dr. SAMUEL J. Kopetzky, New York. 


At the meeting of this Section, October 9, 1908, the writer pre- 
sented a report on atypical sinus thrombosis. Among other things 
dealt with, the following case, which is here briefly summarized, was 
detailed : 

On June 10, 1908, B. S., aged 6 years, came under observation 
suffering from a chronic purulent suppuration in the right ear, which 
had followed an attack of scarlet fever two years previously. For 
this condition appropriate local treatment was instituted. 

Five days later, an attack of vomiting, a rise of temperature, and 
the institution of pain in the affected (right) ear brought the patient 
to the hospital. There was no tenderness on pressure, no record of 
complaint in the left ear. A general physical examination by Dr. 
L. K. Neff was negative, and with a diagnosis of an acute exacerba- 
tion of a chronic otitis media purulenta on the right side he was sub- 
mitted to radical mastoid operation on June 18, or eight days after 
coming under observation. The operative findings gave a well- 
developed mastoid process with cells filled with fluid pus and pseudo- 
cholesteatomatous masses. An exposure of the sigmoid sinus was 
effected at its knee, and the wall found healthy. Note that the 
anatomical findings showed no deviation from the normal mastoid 
process of a child of 6 years of age. 


Following the operation the temperature became normal, the 
pulse-rate 72, respirations 22. Two days after operation the tem- 
perature rose to 102°; respiration 26. Some restlessness was noted 
during the night, and the patient complained of pain in the operated 
ear. The third day of the post-operative period showed a normal 
temperature, with a pulse of 104 and respiration 24, and at 8:30 
that morning the patient had a vomiting spell. Toward evening of 
the third day, the child became very restless and in a seeming frenzy 
had torn off his bandage, nevertheless at 11:30 that night, when I 
saw him, he was sleeping, and his chart showed an evening tem- 
perature of 101.2°, pulse 122, and respiration 20. A report of a 


*Presented before the Section on Otology of the New York Academy of 
Medicine, February 12, 1915. 
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slight spell, termed by the nurse “delirium” had occurred earlier in 
the evening. 

On the morning of the fourth day in the post-operative period, 1 
iound the patient lying on his back, perfectly relaxed but uncon- 
scious. Temperature 102°, pulse 132, respiration 22. He alter- 
nated betwen periods of unconsciousness and periods of crying. 
There was no Koenig, no opisthotonus. The wound was examined 
and found clean. Believing there might be some local condition in 
the meninges or in the sinus (although there were no symptoms to 
justify such a diagnosis) an anesthetic was administered, the tegmen 
removed exposing the meninges, and the sinus examined. Both 
meninges and sinus were found normal. The child died that after- 
noon. 

Autopsy report: Partial autopsy confined to head only. Meninges 
normal ; no increase of cerebro-spinal fluid. Brain. No abscesses, 
although many smali punctate hemorrhages were noted throughout 
its substance. Mastoid wound on right side, clean, all cells accentu- 
ated ; labyrinth negative. Sinus on right side negative——no throm- 
bus. 

In looking further for the cause of death, the left side was then 
examined: Left sinus, contained a yellow thrombus, the extent of 
which toward the torcular was not noted, but it completely filled the 
sinus, from the knee to the bulb and beyond. This thrombus was 
partly organized. Report by Dr. Gonzales, Pathologist of Harlam 
Hospital, who performed the autopsy. 

The ieft temporal bone was recovered. It showed the middle ear 
with intact drum, containing pus and detritus. There was a small 
antrum, also involved, but the mastoid process contained no other 
cellular structure at all. The sigmoid portion of the lateral sinus 
completely filled the mastoid process; that is, there was an external 
contour of a mastoid process composed of a thin shell of bone, its 
interior hollowed out to be filled with the sigmoid sinus. At the 
angle formed by the upper and posterior surface of the petrosal 
pyramid, directly beneath the mastoid fossa, there were a few cells. 
The contrast which this specimen presented to that on the right side 
upon which we had operated was striking. The specimen was pre- 
sented before this section at the time of my original report. 

Here then is a case in which a thrombus developed during an _ 
acute invasion of both ears. On the right side in regular sequence, 
there was pain from the mastoid process, purulent discharge, etc., 
which masked the onset of the thrombo-phlebitis on the left side and 
centered attention on the right ear. 
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The failure of symptoms from the left ear remains obscure ; but 
the advance of the involvement from the tympanic cavity on the left 
side to the venous blood channels, and the involvement of these is 
the basis of this report to-night, as this constitutes a distinctly atyp- 
ical group of sinus infections. 

Sinus phlebitis and thrombosis deviates in a number of ways from 
that which we as clinicians are wont to regard as typical. For ex- 
ample, the method or mechanics of invasions of the blood channels 
may feature elements which tend toward the atypic ; or the irregular- 
ity of the clinical picture may be such that the case is placed in the 
atypical group. For us, an atypic course must have fundamental 
factors which present a rational basis for the irregular features, for 
the atypical picture, and the untoward course. 

In the study of such factors, it becomes necessary first to review 
the lesions in the ear which usually precede, often accompany and 
generally cause sinus phlebitis and thrombosis. 

To outline these lesions very briefly, we may content ourselves 
with the observation, that venous blood channels become involved 
following or co-incident to three groups of lesions in the ear, the 
distinguishing characteristics of which become evident upon a study 
of the operative findings and a submission of the bone lesions to 
microscopic examination. The lesions fall into three groups: 

1. The coalescent type of mastoid involvement. 

2. The hemorrhagic type of mastoid involvement. 

3. The component lesions of chronic mastoiditis, which include 
those dependent on the presence of cholesteatomata, those due to 
bone caries and necrosis, and those in which an acute infection su- 
pervenes upon a pre-existing otitis media purulenta chronica. 

In the first group (the coalescent type) the disease generally 
reaches the blood vessels by contact and the lesion takes in and in- 
volves the blood vessel walls, upon which defensive granulations 
spring up. At a later stage, the lesion presents erosions of the sinus 
wall, or the sinus may be open, its interior in communication with 
the abscess-like contents of the process. In the hemorrhagic type, 
the bony structure of the mastoid process is not generally broken 
down. There may be destruction of bone around the antrum, but 
in the larger proportion of area which the mastoid process presents, 
the mastoid cells maintain their bony cell walls intact. In these 
intercellular bony structures are small veins which either become 
phlebitic or frankly thrombotic, and portions of the lateral (sig- 
moid) sinus is infected by means of these small veins. (See Figures 
1 and 2.) 
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In the hemorrhagic type of mastoiditis, whose most characteristic 
lesion is usually presented in true influenzal infections of the mastoid 
process, the sinus wali does net generally throw out defensive 
granulations. ‘The sinus infection develops from within the blood 


Figure 1. Section through bone near mastoid antrum showing thrombotic 
vein cut longitudinally. (Author's collection.) 


vessel. We are therefore not astonished that in this group of cases, 
the vein’s wall has a normal appearance, and only when observed 
late in the course of the disease does the sinus wall appear thickened. 
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In the coalescent type of mastoiditis, the wall of the sinus becomes 
involved first (pachymeningitis externa), the sinus becomes throm- 
botic, and the thrombus becomes infected secondarily. In the hemor- 
rhagic group of mastoiditides, the sinus thrombus is primarily in- 
fected. 

Finally in the third group, those classified as chronic mastoiditis, 
the sinus is reached by extension of the bone lesion to it, or through 
contact with purulent tracts ramifying through the diseased bone. 
Where an acute infection superimposes itself upon a pre-existing 
chronic middle-ear suppuration, either mode of reaching the blood 
vessel may be the mechanics of sinus invasion which obtains. 
Usually with this group of mastoid disease, the sinus rarely presents 
a normal appearance. 

The lesions just described in the general run of events cause the 
cases which we have come to regard as typical. 

The acute middle-ear infection, which in the young, because of 
dehiscence in the tympanic floor and the direct contact of the tym- 
panic mucosa with the dome of the jugular bulb, or even without such 
dehiscence, the passage of virulent micro-organisms through the tym- 
panic floor by way of small veins communicating with the anterior 
chamber uf the dome, and by reason of the peculiar swirl which the 
blood-stream makes while in the dome, causes the formation of a 
primary bulb thrombosis. This has been recognized for some years 
as an atypic sinus involvement. In these cases tre blood vessel’s 
wall appears normal. 

Finally there are acute middle-ear infections which reach the 
venous blood channels because of mal-development or non-develop- 
ment of intervening osseous structures, and primary sigmoid sinus 
thrombosis or phlebitis develops as the sequela of the tympanic in- 
fection. In such cases, the sinus wall usually appears normal. This 
class of case I shall describe more in detail below. 

Before entering a more detailed description of the last group of 
atypical cases, a survey of the venous channels about the region of 
the ear may be helpful. 


The petrosa of the temporal bone may roughly be compared to a 
truncated, rather irregularly shaped pyramid. It rests in a net- 
work of veins, and the cortical or external surface is covered by 
periosteum rich in veins, while its substance is penetrated by the 
diploic or Breschet’s veins. The external and the internal set of 
veins are in anastomotic communication through a series of small 
veins which run in the bony intercellular structure, and collect blood 
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from the mucosa lining the mastoid cells to eventually reach the 
larger trutiks, principally, the lateral sinus. 

In more detail, the sigmoid sinus running in the grove in the tem- 
poral bone and carrying blood from four great cranial sinuses—-the 
longitudinal, the straight, and that portion of it above the knee, 
known as the lateral, empties the larger amount of its blood into the 
internal jugular with which it is in contiguity at the jugular bulb. 
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Figure 2.- Same as Figure 1, under higher power. Stained to show the 
fibrous deposit in the small vein. (Author's collection.) 


The mastoid emissary vein passes from the sigmoid backward and 
downward and comes through the bone to join the occipital vein—a 
scalp vein of considerable size. These unite to, and anastomose with 
the deep cervical veins joining the vertebral eventually to enter the 
subclavian. The sigmoid furthermore is connected by the posterior 
condylar vein with the vertebral veins. Through the anterior condy- 
lar foramen, small veins also connect the blood vessels from about 
the ear with the deeper extra-dural veins. The cavernous sinus, 
situated at the apex of the petrous portions of the temporal bone, 
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and extending to the sphenoidal fissure, anastomoses with the cir- 
cular sinus, and receives the ophthalmic veins, and the inferior cere- 
bral veins. The cavernous sinus pours its blood chiefly into the 
_petrosal sinus, and a small plexus accompanies the carotid artery. 

The inferior petrosal, receiving blood from the cavernous sinus, 
the inferior cerebellar veins and from those of the aqueduct of the 
cochlea, the vestibule and the fossa subacuata, finally pour their 
blood into the jugular bulb, occupying the anterior compartment of 
the jugular fossa. Additional anastomotic branches reach it through 
the foramen lacerum medium. 

The superior petrosal extends from the cavernous sinus to the 
junction of the lateral with the sigmoid sinus, at the knee. Blood 
reaches it from the inferior cerebral and superior cerebellar veins, 
and from smaller branches coming from the tympanicum. It also 
connects with the basilar plexus. 

The occipital veins communicate with both the sigmoid and the 
posterior spinal veins. 

Finally most of the mastoid veins pass into the sigmoid sinus. 
The veins of the petrosa pass directly into the sinus. Occasionally 
there is a large vessels running over the petro-squamosal fissure to 
‘oin the lateral sinus.* 

lf one considers this venous net-work, one can in a measure under- 
stand how these channels become involved in the pathologic pro- 
cess. In the usual run of cases, however, after the middle-ear be- 
comes infected, the disease spreads to the mastoid process. Clinical 
symptoms referable to the ear occur when pus-pressure is exerted 
upon the membrana tympani. Once this pus-pressure is relieved by 
adequate incision, there ensues a period of quiescence or remission 
of subjective symptoms on the part of the patient. The pain is re- 
lieved. True, temperature may persist, or it too may remit to the 
normal. But the ear condition, if it spreads to the mastoid process, 
is evidenced by signs characteristic for the tissues involved. In the 
so-called painless type of Phillips and Boennighaus we still have the 
pus which originates in the coalescing mastoid cells flowing in ex- 
cessive amount from the external auditory canal, and finally when 
the disease reaches the surface cortex,—the periosteal covering of 
the mastoid process is sensitive to inflammatory reaction, and again 
pain becomes a sign to call attention to the ear. The subsequent 
onset of the pyemic temperature and blood picture points the way 
to both the lesion and the therapy. But in the cases which are 


*The description of the veins is according to Macewen and taken from 
his classical book, “Pyogenic diseases of the brain and spinal cord.” 
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analogies of the case-history which opens this paper, and which was 
the incentive to my study of this type of lesion and infection, no 
anatomical structure obtained in the mastoid process to give symp- 
toms. There could be no excessive pus discharge from an ear which 
had no mastoid cells from which a purulent exudate could arise 
There are no lesions to eventually reach the cortex and involve its 
nervous filaments and make it sensitive to pressure. 


Figure 3. X-ray photograph of the temporal bone of adult male about 
82 years of age. Absence of mastoid cells, close juxtaposition of venous 
channels to middle ear shown by wire placed in sigmoid sinus groove, in 
middle ear and antrum, and in dome of jugular bulb. Photographed from 
above. 


I have been carefully examining specimens ever since 1908 to find 
anatomical material which gave findings similar to that which was 
found in the atitopsy specimen which I brought before this sectiou 
in 1908, and I have a few such to demonstrate here this evening. 

I have placed a coil of small wire in the sinus grove, another in 
the tympanic cavity and a third piece in the mastoid antra to demon- 
strate the intimate relationship of these structures to one another. 
The absence of mastoid cells is evident. The external contour of the 
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iiastoid process would lead one to expect the usual anatomical struc- 
iure to be present under it, instead of which in each of these speci- 
mens the sinus and the cerebellum is all that is to be found. 

The plates* and the specimens show the intimate relationship of 
the tympanic cavity and mastoid antrum and the venous blood chan- 
nels. 

Sinus phlebitis and thrombosis here ensues, by direct invasion of 
the biood channels from the small veins, from the tympanic cavity, 
and from the veins from the labyrinth. By contact too, such inva- 
sion eventuates. The entire mesh-work of veins instead of being 
spread out to embrace a normally constructed mastoid process and 
petrosa, is contracted to hold the anomaly which the process presents 
in these specimens. 


The onset of such cases is often a simple purulent otitis media, 
and before either spontaneous rupture of the drum membrane en- 
sues, or simultaneously with the advent of a discharge, septicopyemia 
is present.: 

Usually these cases remain unrecognized clinically Such patients 
come under general, not special observation, because their first seri- 
ous complaint is headache and chills, and eventually typical pyemic 
symptoms ensue. The cases are thought to be understood, when 
joint lesions or multiple muscle tissue abscess develop, or when 
finally a septic endocarditis supervenes. As a matter of fact, these 
lesions mark the onset of metastatic lesions. 


In November, 1913, the following case came under my observa- 
tion and was operated upon by me: 


At Beth Israel Hospital, service of Dr. Wolf Freudenthal: Male, 
aged 47, Russian carpenter. M. J., married, was admitted to the hos- 
pital on November 30, 1913, complaining of very severe and con- 
tinuous headache. Previcus and personal history presents nothing 
of moment. His present illness is of twenty-one days’ duration. He 
awoke during the night twenty-one days ago, with a chill which 
lasted one hour, followed by feverish sensations for one hour, dur- 
ing which he perspired freely. The next morning he felt exhausted 
and did not go to work. A similar attack of chills, fever and sweat 
came on for two or three nights thereafter. He was attended by a 
local physician and prescribed for, and the attacks ceased. On the 
fifth day the headache came on, which he describes as a hammering 
sensation in his head. There were no more definite chills, but 
% *I desire to express my sincere thanks to Dr. Fred Law, Radiographer cf 


the Manhattan Eve, Ear and Throat Hospital, for his care in making thee 
plates from my specimens. 
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the headache continued and was constant so that he could not sleep. 
Appetite gone ; urine highly colored. 

The patient was put to bed, with a diagnosis of probable typhoid. 
Widal, blood culture and differential blood-count taken. At 6 p. m. 
the patient who had gradually merged into a slight, semii-comatose 
condition, had a distinct chill lasting fifteen minutes. I saw him 
about 10:30 that evening. The only signs significant of ear trouble 
were a lack of a light reflex in the right ear, and a rather whitish 
appearance of this drum membrane. Incision of this drum-head 
gave pus in the tympanic cavity, not under marked pressure. 

The day before operation the temperature had ranged from 100.6° 
to 103.6° F. The pulse was between 86-114, respiration 26. 

Finding physical examination negative in every respect, and only 
a middle-ear infection present as an abnormality, the medical men 
decided to permit an exploration of the mastoid process on the af- 
fected side. There was no drooping of the external posterior meatal 
wall, and no tenderness of the mastoid process obtainable. Opera- 
tion at midnight, house staff assisting. 

Upon opening the mastoid cortex, which presented no abnormality 
as to contour, outline, or landmarks, the sinus immediate presented 
close to the posterior meatal wall. The cortex was further removed, 
and a cerebellar retractor gently inserted between the exposed sinus 
and the posterior bony canal wall. The inner table was thus brought 
to view behind the sinus, and was removed. This facilitated a 
deeper introduction of the cerebellar retractors to push the sinus 
and the dura covering the anterior surface of the cerebellum back- 
ward, and gradually permitted approach to the mastoid antrum, 
which seemed of normal size, contained some granulations and detri- 
tus, but no fluid pus under observable pressure. The sinus wall was 
normal in appearance. No granulations on same. Feeling that the 
findings did not warrant the clinical picture, it was determined to 
examine the sigmoid sinus. Plugs were introduced to control hem- 
orrhage, one at the knee, and one as low down as we could put it, 
near the meatal wall. The intervening area of sinus was incised. 
No bleeding resulted, and a red thrombus obliterated the entire area 
from the knee to the posterior meatal wall. The upper plug was 
now removed, and no bleeding resulted. 

The wound was temporarily packed, and the internal jugular re- 
sected. ‘This being accomplished without incident, the vein removed 
from about one-half inch above the subclavican to above the facial 
vein; the neck wound was closed with primary suture. The mastoid 
wound-cavity was then re-opened. Free bleeding was obtained a 
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short distance beyond the knee, in the lateral sinus, but no bleeding 
was obtained from the bulb, even after carefully persistent curettage. 
A drain of gauze was placed in the bulb and brought out in one 
piece to the outside dressings, the wound edges approximated, and 
the patient returned to bed. 

After the first twenty-four hours, the patient continued to make 
an uneventful recovery, and I presented him at the Metropolitan 
Medical Society some time during the following winter. I have no 
records as to the blood-findings in this case. 

This then was a case in which the anatomical structure was anal- 
ogous to that shown here this evening. The absence of all mastoid 
symptoms are characteristic of this anomoly of structure. From the 
number of the specimens the writer possesses, such condition must 
occasionally be met with. Fortunately, it occurs rarely. 

There are gradations between these highly characteristic and 
marked cases, from those which we are wont to describe as pre- 
senting almost normal anatomical relationships, but with a sinus pre- 
senting itself farther forward than usual, up to these cases where 
the anatomical picture is such as we have shown here, with entire 
absence of all cellular structure and a drawing together into very 
close juxtaposition of the venous blood net-work as a result. 

Summarizing then, we may classify the cases which give the clin- 
ical picture of septic sinus thrombosis and phlebitis as given in the 
following charts. 


CHART I. 
TYPICAL SINUS LESIONS. 


Type of 
tympanic and 
mastoid lesion. 


Blood vessel 
reached through 
intermediary of 


Appearance of 
sinus wall 


Secondary 
lesion 


Coalescent type 


Contact and 
erosion 
granulations 


1. Granulations 

2. Discolored 

3. Wall open 
into mas 
toidal abscess 


Hemorrhagic 


Chronic 

mastoiditis— 

1. Bone lesion. 

2. Cholesteato- 
mata. 

3. Acute exa- 
cerbations 
of €. M. P.C. 


Thrombi of small 
veins in bony 
walls of 
mastoid celis 


Wall is usually 
normal in 
appearance 


Contact or 
purulent tracts. 


Rarely normal. 


Heart, lungs or 
none. 


Joints 
muscles. 


Heart, lungs, 
intracranial 

lesions from 
thrombi and 
from original 
bone disease. 
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CHART II. 
ATYPICAL SINUS LESIONS. 
T f ressel 
reach through | Sinus. wall Secondary 
y appearance com plicatio 
infections. intermediary. 
Contact through Heart and 
Acute middle floor of tympan- Normal lungs, 
ear infections. un or small 5 . occasionally 
veins. | joints. 
Because of bone 
Acute middle anomalies by | Joints and 
ear infections. contact or Normal. muscles. 
through net- 
_work of veins. | 


Suggestions as to diagnosis. Having in mind the possibility of 
such an anatomical relationship, it becomes necessary to study our 
otoscopic picture most carefully. A sign which, when it occurs is 
of moment, is the transmission of the respiratory movement to the 
ear-discharge. Whiting suggests, that when pulsations are trans- 
mitted to the pus found in the opened cortex, then an exposed sinus 
is to be suspected in the mastoid ‘process. 

A respiratory movement in the ear-discharge might conceivably be 
produced in children, particularly through aspiration of the com- 
paratively open Eustachian tube; it is more likely to be produced 
when the floor of the tympanic cavity is in parts dehiscent, and its 
mucosa in contact with the dome of the jugular bulb, which checks 
the end of a respiratory wave and can easily thus transmit such a 
movement to the ear discharge. Further report will be made re- 
garding this sign. 

An increase in the amount of the cerebrospinal fluid is usually 
present in sinus thrombosis, due to the interference and disarrange- 
ment of the intra-cranial circulations. 

The use of the Strauss apparatus is recommended as the easiest 
way to recognize this. Care should be taken not to make the observa- 
tion under general ether anesthetic, as ether has been found by the 
writer (and also by Frazier in his recent report to the New York 
Academy on cerebrospinal fluid, January meeting, Neurological 
Section) to give in itself an increased cerebrospinal fluid-pressure 
due to an increase in the amount of fluid. Eye-ground pictures are 
rarely obtained until late in the disease, too late, to be of value as 

setting a diagnosis of the condition timely enough to forestall gen- 
eral sepsis. The presence of metastatic lesions when present are sig- 
nificant. In the present state of our knowledge, further information 
is not available. The use of the x-ray is probably the only other 
means which gives some help. é 
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THE DEAF 


Their Education—Improvement of Conditions—— 
Responsibilities and Participation of the Profession. 


JOHN DUTTON WRIGHT, M. A. 
DIRECTOR OF THE WRIGHT ORAL SCHOOL FOR THE DEAF 
NEW YORK CiTY 


The aim of this department of THE LARYNGOSCOPE will be to bring 
to the notice of its readers from month to month, facts that may be 
helpful to physician and patient in dealing with the life-problems involved 
in deafness. Suggestions from readers will be gladly received and all 
questions answered to the best of our ability. 


The Value of Discipline in the Care of the Sick Child. 

The following extract from a paper read by Dr. T. Wood Clarke, 
of Utica, N. Y., before the Pediatrics Section of- the New York 
State Medical Society, and reprinted by the Trained Nurse and Hos- 
pital Review, will, 1 am sure, meet with responsive interest and ap- 
proval on the part of all Ear, Nose and Throat Specialists, since 
they are particularly impeded in their work by lack of early discip- 
linary training of children. While the paper was not written with 
the deaf child in mind, its matter is peculiarly pertinent in that 
conneciion. The natural tendency of all parents of deaf children 
is to humor them and spoil them in an effort to compensate them 
in some measure for their terrible deprivation. The result is al- 
ways harmful and often disastrous. 

“The value of discipline in the care of the sick child is to my 
mind a matter of no small importance to the physician; of an im- 
portance, unfortunately, not sufficiently recognized, for upon the 
control of naughtiness not infrequently depends the success or fail- 
ure of our efforts toward diagnosis and cure of the sick child. When 
a child is sick, especially if he is in pain and the prospect is that 
the illness will last through weeks or months, the first thought of 
the fond parents is to make the little one as happy as possible dur- 
ing the days of suffering, and as it would seem that the way to 
accomplish this were to gratify his wishes, they vie with each other 
to supply every expressed desire and to satisfy every whim. The 
result is disastrous, for the autocrat, naturally the greatest egotist 
in the world, learning that whatever he wants will be given, im- 
mediately becomes dissatisfied with what he has, and turns his 
active mind to the discovery of new wants to be gratified. 

Those of us who have spent much time in children’s hospitals 
or in the children’s wards of general hospitals, are familiar with 
the remarkable change which often takes place in a child’s disposi- 
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tion during the first few days of ward life. We can look back at 
the snarling, resisting, little fury who, on admission, refused to 
be undressed, and screamed and fought at every attempt to handle 
it; we remember vividly the utter astonishment and rage in the face 
when the child was first confronted with the idea that he must do 
what he was told, not as he wished; and we recall with pleasure, 
as he gradually learned that the way to get affection and petting 
was to earn it by being good, the steady disappearance of the frowns 
and scowls, and the ever-increasing frequency of the smiles and 
laughs, and finally the incredibly short time required for the dis- 
contented little pessimist to merge into the crowd of laughing, happy 
youngsters who make the chronic wards of the children’s hospitals 
perhaps the sunniest, happiest spots in the world. 

The reason for this change is not hard to find. In the few days 
in the ward the child, naturally pliant and adaptable, has learned the 
meaning of authority and has gracefully submitted to it. He has 
discovered that naughtiness has availed him nothing. He has adopt- 
ed a new scheme of existence, and has found it productive of a 
generous supply of happiness. 

The production of such changes of character in the wards of 
hospitals are daily incidents, and are taken for granted. In the 
private house, however, to keep an ill child happy or to make an 
unhappy one cheerful is by no means an easy matter. In the hos- 
pital, except during the visiting hours, we have but one small rebel 
to train, while in the house we have the father, the mother, usually 
at least one grandmother, and if our luck is very bad, there may 
be a group of maiden aunts. In such cases the entire family must 
te taken-into our confidence, and their confidence in us must be 
established. When this has been done, and not until then, the 
training may be extended to the child himself. He must be taught 
by one means or another that the word of the parents, the doctor 
and the nurse is even as the laws of the Medes and Persians, that 
teasing and yelling are useless wastes of time, and that a burst 
of temper will avail nothing beyond some experience highly in- 
compatible with bodily comfort. 

I hope none of my hearers have gathered that I approve of being 
rough or cruel to a child. Such behavior on the part of a physician 
destroys its own ends. Ina rather wide experience in the training 
of the spoiled child, in which I cannot recall an instance in which, 
having been given a free hand, I have failed to produce in the 
course of a few days a docile, obedient child, I do not think that 
in more than one or two cases have I caused the little one actual 
pain, even of the mild type produced by a spanking. The restrain- 
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ing hand, while of a confidence breeding firmness, must be abso- 
lutely gentle. Far more effectual than physical pain is the apprecia- 
tion that you are stronger than he, that you have an indomitable 
will, that what you say must be done and you will see it carried 
out if it takes hours to accomplish, and that you never recede from 
an established position. The lesson may require ten minutes, it 
may take two hours, or it may be a matter of several seances, last- 
ing two or three days in all. The point is that you must never give 
up until you have established your supremacy. There is no greater 
economy of time when dealing with chronic illness in a spoiled 
child than to devote even several hours to teaching the little pa- 
tient that your will is unfaltering, and that you are and always 
will be the master. 

Not only is discipline of value to the well child in preventing 
illness and in its immediate cure, but it is a factor of paramount 
importance in determining the character and health of the future 
man or woman. There is no more fruitful seed of adult neuras- 
thenia, hysteria and uncontrollable temper than that which is im- 
planted in the child’s mind by lack of discipline during the illnesses 
of childhood. One is often tempted when dealing with a sick, 
spoiled child, especially if the illness is a matter of a few days 
only, to save present trouble by pampering it. This may save worry 
for the time being, but it is probably starting the child on the 
downward path to a neurotic temperament, which will continue 
more precipitately after the illness is passed and the restraining 
influence of the physician is lost. As to how to enforce discipline 
with the younger child, there are many opinions, Occasionally 
bodily chastisernent, calmly ignoring fits of temper, or with de- 
privation of pet privileges, is effective. 

However, whatever method of discipline be indulged in, and to 
what extent circumstances make it possible in individual families 
to carry out any measures, remember always these three facts—a 
healthy child needs discipline, an ill child needs it more, and a 
nervous, spoiled one needs it most of all. By being strict with a 
child you increase his chance of recovery from an acute illness ; 
you make the household more habitable; you make the child him- 
self happier ; you make his school life more profitable, and, most im- 
portant of all, you destroy the cocoons which, if allowed to develop, 
will in later years hatch out into the devastating blights of neuras- 
thenia, hysteria, and even insanity. 

Above all things, let us do away once for all with that pernicious 
admonition to the parents: “Your child is nervous, he must not 
te crossed.” 


SOCIETY PROCEEDINGS. 
NEW YORK ACADEMY OF MEDICINE. 


SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Regular Meeting, December 23, 1914. 


Dr. J. Henry GUN1TzeEr, Chairman. 
(Continued from February, 1915, issue p. 128.) 


Infection of the Antrum of Highmore with the Organisms of Vincent. 
Dr. JOSEPH L. MULHOLLAND. 

M. F., aged 23 months, a breast-fed infant previousiy enjoying good 
health, developed, on October 14, 1914, a severe attack of Vincent’s angina, 
and was quarantined. The disease was confined to the tonsils, both 
glands being involved. The lesions were touched with trichloracetic acid, 
and the throat irrigated with one-half per cent formalin solution. Four 
days later, she contracted measles, which ran a normal course with no 
complicating broncho-pneumonia, but during convalescence, ileocolitis set 
in and persisted, in spite of treatment, for months. The throat infection 
cleared up during the measles, the tonsils resuming a normal appearance. 
The mucous membrane of the mouth was apparently intact, both in tha 
fauces and around the teeth, yet a very foul odor emanated from the oral 
cavity, the exact origin of which could not be determined at the time. 
Soon a small area of necrosis made its appearance above the right bicus- 
pids, and it was found necessary to pull the two teeth, the ulcerated area 
being cauterized. The fusiform bacillus and spirillum were found in the 
ulcerated area. The patient then seemed to improve, but in ten days the 
lesion, nevertheless, invaded the superior maxillary bone, and on curet- 
ting, a piece of necrosed bone about half an inch long and three-fourths 
of an inch thick came away readily, leaving a channel which led directly 
into the maxillary antrum. Swelling and edema extended over the 
antrum and across the bridge of the nose. A few days later, the septum 
began to bulge on both sides, completely filling up the nasal fossae and 
presenting the appearance of hematoma of the septum. The treatment 
was as above outlined, supplemented by douching the antrum daily with 
peroxid and bichlorid solution, then drying out the cavity as completely 
as possible and coating it with trichloracetic acid. In addition, general 
tonic treatment was administered. An intravenous injection of salvarsan 
has also been given, and within a day or two we expect to make arrange- 
ments to give a transfusion of blood, with the object of raising the body- 
resistance. We have found that only those cases do well in which the 
body resistance and physical condition are good. The Wassermann re- 
action was negative, and the x-ray shows a thickened or degenerated 
mucous membrane. 

DISCUSSION. 


Dr. Forses congratulated Dr. Mulholland on the results he had secured 
It was twenty-two years since he had been interne at the New York 
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Foundling Hospital, and with every epidemic of measles there were a 
number of infections, with gangrene, and doubtless a number of them 
came under the Vincent’s angina type. There was no effective treatment 
then—carbolic acid, etc., were applied, but the results were most dis- 
couraging. There was a certain amount of contagiousness in these cases, 
and some of them must have belonged to the Vincent’s angina type. He 
also asked Dr. Mulhoiland to review the case of Vincent infection involv- 
ing the stomach in a child. 

Dr. AkkOwWsSMITH asked if Dr. Mulholland had used salvarsan locally. 
He himself had seen a number of cases of Vincent’s angina, some of them 
very severe, but since he has been using a local application of 5 per cent 
solution of salvarsan in glycerin, he ordinarily counts on getting them 
well in four or five days, making the application once a day. One patient 
who had not been able to eat anything for three weeks was relieved after 
two applications, and after five applications the disease was checked, al- 
though the ulcerations had not entirely healed. It controls the disease 
absoluiely, and also relieves the great pain which all of the patients 
have. The last six or eight cases he has had have been absolutely cured 
by daily applications of 5 per cent solution of salvarsan. The solution 
should be fresh. In a recent case which occurred in the person of a 
colleague in Brooklyn, he at first had only an old solution which had 
been standing for a month in a bottle which had been opened. It was 
ineffectual, but in forty-eight hours a fresh supply was secured, and the 
result was remarkable. 

Dr. GUnrzer said that he had tried salvarsan locally in one case, but 
without any result. 

Dr. ARROWSMITH replied that the main point was to clean the spot off 
and rub the solution in rather vigorously. 

Dr. GUntTzer asked if it was not common for the children to get up an 
entero-colitis, and might not that be due to the Vincent bacillus? 

Dr. Cocks thought that if one could get such good results as Dr. Arrow- 
smith had reported by using salvarsan locally, there was no use in resort- 
ing to the intravenous method, and he asked if Dr. Arrowsmith had tried 
using salvarsan intravenously before he began to use it locally, and, if 
so, with what success. He himself had tried it intravenously a year ago 
in a case of Vincent’s angina of the tonsils, and the patient was promptly 
cured. 

Dr. ARROWSMITH replied that the salvarsan worked so well locally that 
it did not seem justifiable to use it intravenously. 

Dr. MacKenty said that he had seen many cases of Vincent’s angina 
recover in a week without any treatment. One patient seen within the 
past year had a particularly bad infection, and inside of a week was 
practically well, though no especial treatment had been given. 

Dr. Carter thought that Dr. MacKenty’s point was particularly well 
taken. Many of these cases will recover without treatment. In the last 
six months he had seen only three cases of Vincent’s angina, and had 
subjected them to the same treatment—i. e., after scraping off the necrotic 
tissue, had applied pure orthochlorphenol which cleared it all up in a short 
time. Whether that would be effective in all cases, he could not say, but 
in these it had acted very satisfactorily. 


182 SOCIETY PROCEEDINGS. 


Ur. MULHOLLAND said that Dr. MacKenty had struck the nail on the 
ead. It was a question of resistance. The germ has a very low power 
of resistance, and it does not make much difference what the treatment 
may be if the youngster is in good condition, but in a case where a con- 
dition such as an ileo-colitis has lasted for weeks nothing seems to do 
much good. They had not tried salvarsan locally, but only intravenously. 
In the past year they had lost four cases; in two of which the process 
was so severe that Nature had performed a radical mastoid. Liver, 
stomach, and gall bladder were all affected; the other had also a gastro- 
intestinal condition. Their idea was to tone up the child and get it in 


good physical condition. That is where the success lies in treatment of 
Vincent’s angina. 


Functional Phonia; Presented Previously. Dkr. 0. GLocav. 

Dr. Glogau said that he had presented the patient about a year ago, as 
a case of functional aphonia treated with electric shocks. Since then the 
case has relapsed three times, and now the aphonia has lasted for three 
months, and nothing seems to be successful in relieving the condition. 
Not only is the patient unable to speak, but she cannot even exhale forced- 
ly; the cords close as though she were going to speak, but return to the 
cadaver position. 

He also reported on a case presented at the previous meeting, in which 
he had operated on the lacrimal sac through the nose, leaving a thread 
going over the cheek from the sac to the nose. This was removed in 
three weeks, and the case is cured. The probe can be introduced easily 
and without pain, and may be seen protruding into the nasal opening 
of the lacrimal sac at the level of the anterior attachment of the middle 
turbinate. 


Dr. Harris asked if Dr. Glogau had tried hypnotism. 


Cavernous Angioma of the Tongue. Dr. H. AkrowsMITH. 


Published in full in the February, 1915, issue of THe LARYNGOSCOPE, 
page 94. 
DISCUSSION. 

MAcKENTy said that the case presented by Dr. Glogau was very 
interesting. He himself had had some success in treating similar condi- 
tions, and the reason that in this instance the electric treatment was no 
longer effective was that the suggestion had ceased to work, as the patient 
had become used to it. He can generally get these patients to talk by 
making them sing, by putting a mirror in the throat and giving them 
the tone, and as soon as they find their voice they will talk. This method 
worked all right twice with a recent patient but failed the third time. 
Dr. Glogau’s case was rather peculiar in that the cords come together, 
and the patient has not sufficient expulsive control to make the sound. 

Dr. Wuite told of a case in Dr. Smith’s clinic which he had treated 
by the Citelli method. The patient’s head was fixed by encircling the 
neck posteriorly with the left hand and forearm, and, while quietly talk- 
ing, the thumb and index finger of the right hand gently grasped the 
throat so as to include between them the hyoid bone and the upper part 
of the thyroid cartilage, When sudden pressure, upward, backward and 
laterally, was made. At the same time the patient was commanded to 
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sit quietly and not to talk, neither of which were obeyed, and, so far 
as the latter was concerned, had not, to his knowledge been obeyed to 
date. 

Dk. MULHOLLAND said that he had a patient treated with psychotherapy 
and had got a very satisfactory result. 

Dr. GUNtTzer asked what especial advantage Dr. Glogau claimed for his 


method of operating on the lacrimal sac. The Toti operation gave good 
results in his hands. 


Dr. GLoGAU replied that Dr. Schirmer had recently presented one of 
these cases operated upon after Toti, and claimed that the operation was 
successful in 66 per cent of the cases. In Dr. Glogau’s method, there are 
logically 190 per cent. The disadvantages of the Toti method are that 
when the patients get a little cold they start to tear again; the method 
cannot prevent the formation of a somewhat disfiguring scar on the out- 
side; there is no possibility of preventing the reunion of the nasal mucous 
membrane, as even probing is not resorted to; the canaliculus is not split; 
and the patient has to stay in the hospital for about a week. In Dr. 
Glogau’s method, the wound is made from the inside; the lacrimal duct 
remains open on account of the permanent silk drain; after the removal 
of the silk drain a probe can be introduced from time to time. 

Referring to the case of functional aphonia, Dr. Glogau said he would 
try Dr. MacKenty’s method of making the patient sing, and if that failed 
he would try Dr. White’s method of choking her, (of course, in the pres- 
ence of his nurse). The real cause of the patient’s trouble seems to be 
in the sexual sphere, as her first attack occurred when her sweetheart 
abandoned her, and the relapse took place whenever she saw him again, 


Should the measures suggested fail, psycho-analysis may have to be re- 
sorted to. 


Streptococcus Viridens in Relation to Infections of the Upper Respiratory 
Tract. Dr. R. L. 
Published in full in the February, 1915, issue of Tur LaryNGoscopr, 
page 97. 
DISCUSSION, 

Dr. Cocks said that he had been especially interested in what Dr. Ceeil 
had said about colds, and he asked if Dr. Zinsser had done any work ou 
this condition, and, if so, whether he had isolated any organism. 

Dr. Cecit replied that he understood Dr. Zinsser had not pubiished such 
studies though he was aware that Dr. Zinsser had at one time been in- 
terested in the problem of the bacteriology of coryza. Dr. Cecil said that 
the cultures taken in the acute stages of coryza were very often sterile 


Regular meeting, January 27, 1915. 


Dr. Husert ARRoOwsMITH, Chairman. 


Scleroma of the Nose and Throat. Dr. JoHN GUTTMAN. 

The patient was 26 years of age, a native of Hungary. The onset of 
the disease was sixteen years ago. Family history, negative. Patient 
was the mother of two children and has three sisters and brothers, none 
of whom have a similar affection. She has been in this country eight 
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years, and since she has been here has been treated by different physicians 
in different clinics. She has been operated upon several times, without 
benefit. 

She came under Dr. Guttman’s observation about six weeks prior to 
time of presentation. At that time both nostrils were almost completely 
closed by a mass of connective tissue, there being only a small opening 
about the size of the head of a pin. Both alae nasi were considerably 
hardened and abnormal. There was a white patch in the pharynx in 
the region of the tonsils on the right side. There was a suspicious dis- 
coloration in the larynx in the form of a patch on the epiglottis on its 
laryngeal surface. The patient was sent to Dr. Levin, who treated her 
with radium for six weeks. 


It was clinically a case of scleroma, and Dr. Levin placed a specimen 
under the microscope which showed very plainly the Mikulicz cells,—large 
cells in connective tissue and scleroma bacilli. 

Dr. Guttman said that by some authors these findings are not consid- 
ered pathognomonic,—they do not consider the Mikulicz cells pathogno- 
monic but only degeneration products and the scleroma bacilli are also 
not considered pathognomonic but identical with Friedlander’s pneu- 
mococci. Although the condition of the patient as presented could not 
be said to be very striking, yet it was a very marked improvement over 
the previous condition, and Dr. Levin thought that after a time the im- 
provement would continue and the patient be much benefited. In this 
country up to 1908, Emil Mayer was able to collect sixteen cases of rhino- 
scleroma; since then, seven other cases have been reported, making 
twenty-three in all. All of these cases came from certain well-defined 
localities,—Russia, Galicia, Austria, Hungary, and a few cases reported 
in Central and Southern America. All of the cases reported in this coun- 
try have been immigrants who probably brought the disease with them 
from European countries. 


At present we do not know much about the etiology or the pathology 
of the condition, and the treatment is also dubious, although the x-ray 
and radium seem to promise most for them. 


Functional Aphonia. Dr. Orro GLoGAu, 

Dr. Glogau said that he had twice before presented this patient, and 
now wished to show her again for it was interesting to follow up these 
cases. At the last meeting of the Section she had been presented as a 
case of recurrent functional aphonia, and in the discussion, suggestions 
were made of choking her, or making her sing. Both of these had been 
tried without success. She had been able to close the vocal cords but 
did not have sufficient expulsive force to make them vibrate. He had 
therefore tried giving her systematic vocal exercises with a candle held 
in front of the mouth,—directing her to hold her breath and count five 
to ten to blow out the candle at increasing distances, and then to make 
an effort to speak. By this means she slowly regained the power of speech, 
proving that it was not so much a case of aphonia as of “apneumia.” It 
might be well to try these breathing exercises with other patients suffering 
from functional aphonia, and so re-educate their breathing and enuncia- 
tion. 
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Circumscribed Scleroma of the Larynx. Dr. Orro GLocau, 

Miss A. W., 27 years of age, born in Russia, and in this country nine 
years. Eight years ago she first noticed a choking sensation in her 
throat. Her breathing soon became so difficult that tracheotomy had to 
be performed. She wore the canula for six weeks and felt quite com- 
fortable afterwards. 

Four years ago the choking sensation recurred and she was again 
tracheotomized. The improvement lasted, however, only a short while. 
Patient is continuously coughing and expectorates. 

Her general condition is good. Local inspection does not reveal any 
changes within the nose or throat. The entrance to the larynx is ob- 
structed by a growth, the size of a walnut. It extends from the root of 
the epiglottis to the left false vocal cord. Its color is red and its sur- 
face rough, raspberry-like. A piece of the tumor was removed for micro- 
scopic examination and a smear taken from an excision under such sterile 
conditions as are possible within the larynx. 

The laboratory report of Dr. Emil Schwarz is as follows: The tumor 
is histologically composed of numerous round and polygonal cells. The 
cell masses are divided by a number of trabeculae of connective tissue. 
Among the round cells we find cells that show about 5 times the diameter 
of the cells forming the tumor. These cells show one or several nuclei, 
their protoplasma stains deeply with eosin (rhino-scleroma cells). Léffler 
and Gram-Weigert stains reveal the presence of a large number of short 
bacilli, generally situated underneath the surface epithelium (Frisch 
bacilli). A number of islands of squamous epithelium of the same type 
as the surface epithelium are found scattered over the section. The 
bacilli are Gram positive. Diagnosis: Scleroma of the larynx. 


Papilloma of the Larynx Treated with Radium. Dr. Corrin. 

Dr. Coffin reminded the members that he had presented this case two 
months before, and had promised to present the patient from time to time 
in order that they might keep track of it. He said it could be seen that 
the growth on the laryngeal surface of the epiglottis was simply a ridge 
and that the growth between the arytenoids was reduced in size at least 
75 per cent and was pedunculated, being now about the size of a small 
collar button. It would probably disappear entirely during the next few 
weeks. In the anterior commissure there were still some growths which 
could not be seen before the radium was applied. They appeared healthier 
than those to which the radium was applied directly. It will probably be 
necessary to make another application to these anterior growths. Dr. 
Coffin promised to present the patient for further observation. 

DISCUSSION, 

Dr. SMITH said that the reference to the scleroma cases showed that 
isolated cases had been reported from Brazil, Africa, Italy, Japan and 
an unauthentic one from the United States. That all laryngologists are 
fully aware of the prevalence of scleroma in Russian and Prussian Poland 
and Russia, but unquestionably there were other localities from which 
isolated cases came. 

Dr. Levin said that microscopically rhino-cleroma looks like any other 
granuloma, with the exception of one pathognomonic feature,—the so- 
called Mikulicz’s cell containing within itself bacilli surrounded with a 
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capsule. Theoretically, it would seem very easy to distinguish this, but 
sometimes it is very difficult to determine the exact condition. He had 
worked on these specimens for quite a little while and was not yet abso- 
lutely sure that the condition was rhino-scleroma. While he could find 
the Mikulicz cell and had found something like the diplococci of rhino- 
scleroma, he had not yet been able to get the peculiar double stain,—they 
were Gram negative, not Gram positive. Microscopically, the report 
would be a little premature for presentation. He thought that it would 
be safe to say that every case of rhino-scleroma could be cured with ray 
therapy, radium or x-ray treatment—but that it was a long process. 

He then showed photographs of a case of rhino-scleroma which had 
been referred to him thirty-two months ago for treatment. The patient 
had been ill with the disease for thirteen years, and had been operated 
upon at intervals. He had begun radium treatment ten months ago, and 
for the last five and a half months she had been perfectly free of trouble 
clinically, with no swelling anywhere. It now looks like an atrophic 
rhinitis (an ozena) on both sides. It is claimed by some that both these 
conditions are due to the same organism. Dr. Levin said that he thought 
Dr. Guttman’s case would have the same appearance as this one three 
months later and he would then show both cases, as he would like to 
present them as actual cures by radium therapy. He believes that radium 
is more favorable for the treatment of rhino-scleroma than x-ray treat- 
ment, for with the x-ray, treatment cannot be made oftener than every 
three weeks. Whereas radium treatment would require only three or 
four months of treatment, x-ray treatment would require three times as 
long a period. Radium seems to offer the ideal treatment for the condition. 


Naso-pharyngeal Sarcoma and Two Naso-pharyngeal Fibromata. Dr. 
HARMON SMITH. 


To be published in full in a subsequent issue of THe LARYNGOSCOPE. 
DISCUSSION. 

Dr. DELAVAN expressed his indebtedness for the presentation of these 
interesting cases, especially the fibromas, for though all occasionally see 
one of these latter they are so rare that it seldom comes within the experi- 
ence of one man to see enough of them to provide a sufficient experience 
in the treating of them. Years ago, Voltolini introduced the electrical 
method of treating them. This method was taken up by Dr. Rufus P. 
Lincoln of New York, the first president: of this Section. Dr. Lincoln 
established the value of electrolysis and of the electric cautery, and left 
a brilliant record of cases thus treated and cured. 

By the surgeons of a generation ago, the fibroma was removed after 
the performance of a severe preliminary operation, and but few cases 
recovered. Many died immediately from shock or hemorrhage, or later 
from sepsis. Few recovered, and when they did, recifrrence of the growth 
often took place. Dr. Lincoln devised some excellent modifications of 
Voltolini’s method, and taught that if the growth is toc large to be re- 
moved by. the ecraseur, preliminary treatment by the electrolytic needle 
so reduces it that the electric ecraseur can later be employed. He operated 
upon many patients, and when no one else was dcing such work, cases 
came to him from all over the country. His method has never been im- 
proved’ upon: excepting in one respect,—the French surgeon Doyen re- 
moved. the tumor: through the internal passages, through avulsion. This 
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was preferable to the old method, but it is far inferior to the method of 
Lincoln. 

As a substitute for the electrolytic needle, Dr. E. Fletcher Ingals of 
Chicago and Dr. Harmon Smith have employed the injection of some chem- 
ical,—preferably, mono-chloracetic acid,—into the substance of the 
growth. Even to this day one hears of the old-fashioned method being 
employed in these cases. If the surgeons would take the pains to use 
electrolysis and the electric cautery snare, whereby the growth can be 
removed at a single operation, and bloodlessly, they would secure far better 
results and save many lives. 

The members were indebted to Dr. Smith for bringing the matter before 
the Section, and this should be done periodically, in order to discourage 
the old methods which are not proper and are exceedingly dangerous. Of 
course, fibromas vary in character, and some are more easily handled 
than others. 

Dr. Corrin said that Dr. Wells, of Washington, had presented a number 
of these growths which he had removed with some kind of adenoid for- 
ceps. The patients, he believed, had all recovered. Dr. Coffin said that 
he thought he was the first one to suggest the use of mono-chloracetic 
acid in these cases. It had been first applied by Dr. McCullagh at his 
suggestion in his (Dr. Coffin’s) clinic. 

Dr. DELAVAN asked if that was before Dr. Ingals had used the method. 

Dr. Corrin replied that he did not know, but was of the opinion that 
Dr. Ingals had used another drug. 

Dr. Corrin said he had devised the needle some years before it was 
used in the naso-pharyngeal growths for the reduction of the enlarged 
posterior ends of the inferior turbinate. 

Dr, CARTER said that he would like to mention his experience with a 
private case which he had sent to Dr. Smith’s office for him to see. The 
patient was a woman, 45 years of age, who had a very large post-nasal 
fibroma which completely obstructed the naso-pharynx, and had been 
there for such a length of time that it had molded a place for itself and 
was completely encysted in the naso-pharynx. It was first seen by Dr. 
Beaman Douglas, and afterward by others, among them, Dr. Smith. Dr. 
Carter said that he removed the tumor, in spite of the fact that he had 
been. warned that the patient would probably bleed to death. He severed 
its connections with a cold snare, and then removed it from the naso- 
pharynx with adenoid forceps. The patient bled considerably, but re- 
covered, and when last seen about a year ago, there had been no recur- 
rence, five years having elapsed since the operation. 

Dr. J. Wright examined the growth and pronounced it fibroma. It 
was preserved in a jar, and could be seen by any one who desired to do so. 

Dr. Hurp said that no one sees more than a few of these cases, and 
told of a young man who had been sent to him from the South with a 
fibroma which occupied the entire naso-pharynx to the level of the palate 
and the space of the sphenoidal sinuses, and included one-third of the 
posterior portion of the septum. He first attempted to remove it with 
a snare, and broke a No. 10 wire. He then tried evulsion, and with a very 
powerful pair of forceps he removed it like an adenoid. The patient’s 
mouth filled with blood, and he had a tremendous hemorrhage. This, 
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however, had been provided for previous to the removal of the growth; 
two tapes had been threaded through the nose, to whica large tampons 
had been attached, and as seon as the fibroma was removed the tampons 
were instantly pulled into place. The tumor was removed in toto. The 
patient made an uneventful recovery. 

Dr. Hurd then suggested the use of the x-ray in examining these condi- 
tions, as by its aid one could get a very good outline of the fibrous mass 
and have a clear idea of its contour. 

Dk, ARROWSMITH said that Dr. Freudenthal had presented for him be 
fore the Section, last spring, a patient on whom he had operated for naso- 
pharyngeal fibroma in November, 1913, by evulsion through the naso- 
pharynx. There was prompt recurrence and by February he was entirely 
blocked up. After a preliminary ligation of the left external carotid, the 
left half of the nose was resected after the method of Moure. This gave 
free access to the tumor, which was entirely excised with strong cutting- 
forceps. The bleeding, though free, was not troublesome. The patient 
made an uneventful recovery and when last heard from in December, 
1914, he had had no symptoms of recurrence. 

In cases where the tumor cannot be reached through the natural 
passages, this procedure of Moure is a valuable aid. 

Dr. SMitn said that it was a well-known fact that if fibromata of the 
naso-pharynx could be left alone for a sufficient period of time, that they 
would constrict their own blood-supply and thereby so starve the tumor 
that it would disappear spontaneously, but that in the majority of cases, 
it was impossible to await this period, as so much destruction from pres- 
sure ensued that some measure had to be adopted for the removal of the 
growth. 

The surgical removal of large tumors of this character frequently en- 
dangered the life of the patient from hemorrhage and sepsis, and while 
the surgical skill of Dr. Hurd enabled him to control the hemorrhage 
in his case, it did not follow that all operators would be able to employ 
the same means. 

If by experience we can demonstrate a method which will satisfactorily 
eradicate these tumors, it seems unwise not to employ it. Dr. Smith said 
that he had shown three cases treated with mono-chloracetic acid, all of 
which had been previously removed surgically, and had recurred. Drs. 
Mackenty and MacPherson had both reported several successful cases 
each, from the same method of treatment. Therefore, it is not an ex- 
perimental measure, but a fuly determined and definite procedure, 

He did not claim any originality for the injection of mono-chloracetic 
acid for the eradication of these growths, but had been a follower of Dr. 
Coffin, and had modified Dr. Coffin’s syringe to meet some of the mechan- 
ical requirements of the case. He believed, however, that Dr. Ingals was 
the first to suggest this treatment. He would recommend an injection of 
the acid as the first step in the treatment of these cases before any opera- 
tive measures were employed. 


Papilloma of the Cord. Dr. C. J. IMPERATORI. 

The patient, F. K., aged 33 years, was an Austrian by birth, and had 
suffered from hoarseness for over three years. He is a driver by occupa- 
tion and does considerable yelling and shouting. He came under observa- 
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tion in the service of Dr. Harmon Smith at the Manhattan Eye, Ear, and 
Throat Hospital, January 2, 1915. His reason for coming to the hospital 
was that a few hours previously, while eating, he swallowed a pepper 
corn that went down the wrong way and stuck in his throat. On direct 
examination, no foreign body could be found, but a growth was discov- 
ered on the left cord, which accounted for his hoarsenes. It was situated 
on the upper surface and near the under margin of the cord, almost at 
the anterior commissure. The growth was about three millimetres in 
diameter and about two millimetres in length, and presented all the 
appearance of a fibroma, or a tumor consisting mainly of fibrous tissue. 
Examination by the indirect method was difficult,—the anterior commis- 
sure could not be seen. 

Examination of the patient will show how difficult it is to see the 
anterior commissure. The growth was removed by the suspension method 
under cocain anesthesia, and microscopical examination has shown it to 
be papilloma. The reason for presenting the case before the section was 
to demonstrate in this case the difficulty of removal by the indirect 
method, and the ease with which the growth was removed by the Killian 
suspension method. 

A statement that had appeared in a recent work on laryngology, to the 
effect that it-is difficult to demonstrate the anterior commissure by the 
suspension method, would seem to be inaccurate. Having tried to examine 
the patient by the indirect method, and then having seen him suspended, 
one could easily say that for operative procedures on the larynx the sus- 
pension method is the method par ercellence. 

Dr. SMituH deprecated the tendency of some laryngologists to use the 
direct rather than the indirect method for the removal of laryngeal neo- 
plasms. He had not seen this case, though it was on his service, and 
had made inquiries of the author whether the indirect method could not 
have been employed. 

In his experience, the removal of small growths on the border of the 
vocal cord by the direct method was by no means as certain a procedure 
as when the indirect method was employed. Moreover, in a certain num- 
ber of private patients, many would submit to the indirect method of 
removal, when they would materially object to the direct method or the 
suspension method. 

As he had not seen the case presented, he could not say whether it 
would not have been possible to have removed it by the indirect method, 
but if the epiglottis was the only obstacle in the way, it could be readily 
held aside by instruments or by a suture run through its tip. 

He recalled one instance where an attempt had been made to remove a 
small papilloma on the vocal cord in an adult by means of the suspension 
laryngoscopy where he and his assistant had both failed, and which was 
successfully removed later under cocain by the indirect method. 

Dr. Smith stated that he hated to think of the time when all laryngol- 
ogists might resort to the direct method in preference to exercising the 
skill and technic necessary in the indirect method. 


Dr. GLocau ‘reported the removal of a similar growth with the aid of 
Hays’ pharyngoscope, which seems to offer a compromise between the 
other two methods. 
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Dr, Hurp said that about a month ago he had removed a papilloma 
of the anterior commissure which extended one-third down the anterior 
surface of the cord. The patient had been to see him three years before 
for the same condition. A month before the last visit he sali he had 
been in Boston where a well-known man had tried to remove the papilloma 
by the direct method and ‘had failed. It was a simple procedure, requir- 
ing five or ten minutes, with the use of the MacKenzie forceps and a cut- 
ting curette. 

Dk. ARROWSMITH said that he wished to endorse Dr. Smith’s remarks 
about operation by the indirect method. While under certain conditions 
he himself is an enthusiastic advocate of the direct method, there is danger 
" that, if it is employed exclusively, indirect laryngoscopy will become a 
lost art. It is quite conceivable that, owing to the stretching and distor- 
tion of the larynx under suspension laryngoscopy, or by use of the direct 
laryngoscope, it may be impossible to remove very. small growths, such as 
singers’ nodes which could easily be reached by indirect laryngoscopy, 
when the parts are normally relaxed. 


Presentation of Two Cases Showing Nasal Deformities Resulting From the 
Submucous Operation. Dr. WESLEY CARTER 

As the history of both of these patients is practically the same, they will 
be considered together. 

Both of these men are healthy and have never had syphilis or any other 
constitutional disease. Both were suffering from nasal obstruction, due to 
deflected septa. The operation was performed about 1% years ago. In 
neither case was the operation followed by suppuration. Both patients 
were operated upon by men of recognized ability. 

In both cases, almost immediately after the operation, the cartilaginous 
dorsum of the nose dropped in and the deformities which you see resulted. 

These two cases are presented not altogether because of the interest 
attached to them as clinical exhibits. They are shown chiefly for the pur- 
pose of emphasizing a point in connection with the technic of the sub- 
mucous operation which I tried to impress upon the profession a number 
of years ago, when I devised and advocated the use of the first punch for- 
ceps intended to be used for the removal of the septum. 

I have always maintained that we should consider first the relief of the 
nasal obstruction, and that intra-nasal cosmetics should be held as a matter 
of secondary importance; and further, that only that portion of the sep- 
tum should be removed which interferes with free nasal respiration and 
drainage. 

This removal of the septum should be accomplished by means of an in- 
strument which shall remove a circumscribed and definite amount of tissue, 
and without traction upon the remainder of the septum. This can be done 
only by means of a punch-forceps. Forceps having a pinch bite cannot 
accomplish this, no matter how sharp the edges may be: Nor can this be 
done by means of the swivel knife with which one is tempted to remove too 
much of the cartilage. Furthermore, the pull with this instrument is 
against the upper edge segment of the cartilaginous septum and in a direc- 
tion which is most apt to dislocate it from its important position between 
the lateral cartilages, where it fulfills the important function of the key- 
stone of the cartilaginous nasal arch. Its dislocation means a depressed 


4 
' 
=% 
: 


SOCIETY PROCEEDINGS. 191 


deformity, such as you see in these patients. This deformity can be 
properly corrected only by the transplantation of bone or cartilage. 

Personally, as far as I know, I have never had a case where deformity 
resulted from this operation, and I feel that this immunity has been due 
largely to the care I have always exercised in preserving the integrity of 
the nasal arch by protecting the upper edge of the cartilaginous septum. 

During the past year I have seen several cases similar to the ones | 
have shown to-night, and the number of these deformities is increasing 
with the spread in popularity. of the sub-mucous operation. It is unfortu- 
nate that this accident should ever occur, for it casts a reflection upon one 
of the most artistic and useful operations in rhinology. 


DISCUSSION, 

Dr. ImperaTori asked if Dr. Carter had any suggestions to offer for the 
correction of such deformities. 

Dr, AKROWSMITH said that Dr. Carter had struck a note that was well 
worthy of consideration for there is a tendency with many operators to 
sacrifice, for esthetic reasons, tissue which might be valuable in the sup- 
port of the nose as intended by the Creator. What Dr. Carter had said 
was extremely imporant. 

Dr. THuRBER said that in his experience the cartilaginous deformity 
began so high and close to the dorsum of the nose that it was often neces- 
sary to remove the cartilage in this situation, so that a ridge might not be 
left which would form a projection from which the membranes would 
hang and still obstruct the narrow side, thus defeating the object of the 
operaiion. He thought the swivel knife could be so used that there would 
be no danger of tearing the cartilage loose if the initial cut were made 
along the upper portion of the section to be removed, then brought down 
along the cartilage and its articulation with the ethmoid and then brought 
forward inferiorly. 

Dr. GUTTMAN said that it was difficult to criticise the surgeon for the 
bad result of the operation, because we do not know what the original de- 
formity was. It is quite imaginable that the most skillful man might meet 
with a deformity where the operation will have the same result. The de- 
formity can be easily corrected by a paraffin injection. 

As regards the punch forceps for the septum, it was difficult also to dis- 
cuss that, so long as one did not know exactly what was the procedure em- 
ployed, but so far as he knew the punching out of the septum is an old 
method and we have neglected it because we do not want to have a perma- 
nent passage between the two nostrils. 

Dr. VoIsLAWsky said that he would not use the punch forceps, but one 
should remember that an abscess on the septum will create a deformity 
without any operation whatever. 

Dr. Carter demonstrated the operation with a diagram and said that 
the matter that had been brought up in these two cases was of great im- 
portance, for these nasal deformity cases are presenting themselves more 


frequently. These two cases had presented themselves within the same 
week. 


(To be continued.) 


\ 


BOOK REVIEWS. 


Text-book of Diseases of the Nose and Throat. By JONATHAN WRIGHT, 
M. D., and Harmon SMmitH, M. D. Pp. 683, illustrated with 313 engrav- 
ings and 14 plates. Lea and Febiger, Philadelphia and New York, 
1914. Price, cloth, $5.00 net. 


In the preface the authors state, “that the exceptional feature in this 
text-book of laryngology is the emphasis they have laid upon the etiology 
and pathology of disease. They have attempted to deal with nasal, pharyn- 
geal, and laryngeal morbid processes from this standpoint, which neces- 
sarily involves also an extended consideration of the normal histology and 
physiology of the mucous membrane of the upper air passages.” 

In elaborating the histology and pathology of rhinology and laryngology 
there is perhaps no one better qualified to record and crystalize his long 
laboratory and clinical experience than Jonathan Wright, whose contribu- 
tions to this important section of our specialty have always been regarded 
as classical monographs. 

The collaboration of an expert pathologist of such wide experience with 
a practical clinician, who has at his disposal such rich clinical material 
as Harmon Smith, produces an unusually strong editorial combination and 
the resulting text-book is one of the very best that has been presented in 
American Rhino-Laryngology. 

This collaboration is responsible for a very original presentation in 
which the histo-pathology and practical rhino-laryngology are given due 
and equal consideration. 

In this first edition the technical considerations, in some of the chap- 
ters, are given undue prominence and some of the important recent ad- 
vances in rhino-laryngological operative work could have been accorded 
more detailed description; no doubt these matters will receive the atten- 
tion of the authors in subsequent editions. 

It is a splendid contribution to American Rhino-Laryngology and merits 
the careful study of every active worker. 


The Red Book of Eye, Ear, Nose and Throat Specialists. Pp. 320. Pub- 
lisher, Lionel Topaz, Chicago, 1915. Price, $3.00. 


This is the first attempt made in America at a classification of the eye, 
ear, nose and throat specialists, containing their addresses, their alma 
mater, university connection, and such other affiliations as may be of in- 
terest to those caled upon to use this form of reference in its various 
capacities. 

It is the first work of this kind that has been completed. There have 
been many disadvantages in publishing this first edition and the publisher 
deserves much commendation for getting this subject-matter together in 
ready reference-form. 

The Red Book contains the names and addresses of specialists in dis- 
eases of the eye, ear, nose and throat in the United States and Canada, 
arranged according to states and provinces; ophthalmological and oto- 
laryngological societies; medical and post-graduate schools; a selected list 
of books of interest to eye, ear, nose and throat specialists; special jour- 
nals devoted to these fields in medicine; an alphabetical index of all 
names contained therein; and much other valuable data and information. 

There are imperfections and omission in this first edition which the 
publisher will easily be able to correct in subsequent editions. It is a 
— hand reference book for all interested in these fields of medical 
science. 
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IN MEMORIAM. 


Prof. Dr. Oskar Brieger, of Breslau, died of apoplexy, October 
20, 1914. 

He was born April 18, 1864, in Cosel, Germany. During the 
period from 1888-1892 he was “Assistenzarzt” to Schwartze in 
Halle, Politzer in Vienna, and Jacoby in Breslau. Placed in charge 
of the ear, nose and throat department of the Allerheiligen hospital 
in Breslau, he developed this specialty of the hospital to the dignity 
of an active and effective section of fifty beds. 

His field of usefulness in oto-laryngology was continued in Bres- 
lau until the time of his death, and the otological clinic of the Aller- 
heiligen hospital and its association with the university of Breslau 
owes its prominence, progressiveness and efficiency almost entirely 
to the splendid and unselfish efforts of Prof. Brieger. 

In rhinology he will be remembered especially because of his con- 
tributions on the faucial tonsil, including exhaustive researches in 
this field, and his theory on the function of the tonsil. 

In otology his contributions on suppurative otitis media and its 
intra-cranial complications—meningitis, pyemia—have received 
much recognition. 

Another field in which his activities have proved of especial value 
is that of tuberculosis of the upper respiratory tract, especially ref- 
erable to the ear. 

His clinical work was always exhaustive, thoroughly accurate, 
logical in its practice, and scientific in its presentation. Several of 
his collective monographs, among which special mention should be 
made of the “Present position concerning otogenic pyemia,” pre- 


sented at the German Otologic Society in 1901, and “Tuberculosis 
of the middle ear,” presented at the German Otologic Society in 
Stuttgart in 1913, are among the most important recent contribu- 
tions to otologic literature. 

In 1902, Brieger, with the co-operation of Gradenigo, of Turin, 
established the /nternationales Zentralblatt fiir Ohrenheilkunde und 
Rhino-Laryngologie, a monthly journal of otology and its allied 
fields which has taken a high and dignified position in special litera- 
ture and proved an invaluable aid to every otologist who desires to 
keep abreast of the literature of his specialty. 

In 1914, Prof. Brieger was honored with the presidency of the 
German Otological Society. He was an enthusiastical worker in the 
various otological and laryngological societies and a participant in 
all the activities of this organization. 

Personally he was one of the most lovable, cordial and kindly 
disposed of men, keenly respectful of the opinions of his colleagues 
but always ready to maintain his own convictions. By those of us 
who knew him in his many-sided capacity of scientist, literary work- 
er, clinician, colleague and pater familias, he will be mourned and 
honored as a splendid example of the highest type of specialist in 
medicine. 

In our personal association with him as a fellow-editor we have 
always been proud of his friendship and counsel. Medical science 
has lost a splendid worker ; medical journalism an ardent and pro- 


gressive champion of the best in oto-laryngology ; and his large circle 


of personal friends will honor his memory sincerely and extend 
heartfelt condolence to his bereaved family. GOLDSTEIN. 
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